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The object of this paper is to review the 
statistics, make comparison, and empha- 
size the advantages of low cervical cesar- 
ean over the old classical operation. 


Low cervical cesarean has been the op- 
eration of choice in Europe for twenty 
years, but it is only since the war that it 
has been accepted in this country. This 
acceptance is due mostly to the favorable 
reports of Hirst, Polak, Beck, DeLee, and 
a few others. 


At the beginning, low cervical section 
was done only on cases that had been in 
labor for hours, or cases where delivery 
had been attempted with forceps, while 
most of the elective cases were operated 
by the classical method. This should be 
considered when making a comparison of 
statistics. 

Reynolds claims a mortality for classi- 
cal cesarean of 1.2 per cent before labor, 
3.8 per cent when done early, and 12 per 
cent when done late. Routh gives 2.9 per 
cent before rupture of membranes, and 
10.8 per cent after, and 34.3 per cent af- 
ter repeated examination, or attempts at 
delivery. Bailey reported in October, 1926, 
92 classical cesareans with a mortality 
rate of 15.5 per cent. Wetz of Detroit in 
1925, reported on 143 high sections with 
19 maternal, and 15 infant deaths. 


In 1925, DeLee reported on 338 low cer- 
vical cesarean operations done at the Chi- 
cago Lying-in with 2 deaths, one from 
ether pneumonia, and one from uremia. 
During this same period, there were 136 
classical sections done at the same place 
with 7 deaths. 


In 1914, Opitz reported on a series of 
443 low cervical sections for contracted 
pelvis without a single death. Kunsten re- 
ports 103 low cervical sections with a mor- 











































NUMBER 5 
tality of 2 per cent. In 1927, Stein, and 
Levinthal report 40 consecutive low cer- 
vical sections with no deaths. They be- 
lieve that this low morbidity could not 
have been obtained by any other method 
of delivery, such as high forceps, version, 
or classical section. Greenhill in 1915, re- 
ported on 874 low cervical operations with 
a maternal mortality of 1.26 per cent, 35 
per cent of these operations were done 
with ether as anesthetic, and 3 of the 
deaths were due to ether pneumonia, 50 
per cent of the cases were in labor at the 
time of the operation, some of them as 
long as four days. In 21 per cent of the 
cases the membranes were ruptured when 
operation was performed, and the interval 
between the rupture of the membranes 
and the time of operation varied from one 
hour to eight days. 


The most common cause of death fol- 
lowing classical section is _ peritonitis. 
Peritonitis is caused in two ways: first, 
by contamination of peritoneal cavity by 
spilling infected uterine contents at time 
of operation, and second, by leakage of 
infected lochia from the uterine cavity 
through the suture line, into the peritoneal 
cavity after operation. In the cassical op- 
eration the incision is made through the 
thick muscular part of the uterus, After 
the delivery this part of the uterus con- 
tracts, and the sutures became loosened, 
allowing the infected lochia to leak 
through, into the peritoneal cavity. Ex- 
perience has proven that it was this leak- 
age after the operation that caused most 
of our trouble. 


In the past three years | have delivered 
24 private patients by low cervical section 
with no maternal deaths and only one in- 
fant death, which was due to premature 
separation of the placenta. | am convinc- 
ed that this operation does not require any 
more skill than the classical operation. In 
my experience it has not required any 
more time. 


| have used nothing but ethylene for 
anesthesia. The patient is put into extreme 
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Trendelenburg position, One cc. of pitui- 
trin is given just before the incision is 
made. This will take effect by the time 
the baby is delivered. The incision extends 
from just below the umbilicus down 
the mid-line about 4 to 6 inches. I have 
found this, ample room, As soon as the 
peritoneal cavity is opened, hot wet packs 
are carefully placed around the uterus. A 
transverse semilunar incision is made 
through the visceral peritoneum covering 
the uterus. This incision is made parallel 
to and about one-half inch above the at- 
tachment of the bladder. Next the peri- 
toneum is carefully dissected up about two 
inches to make a flap. Then with the fin- 
ger, the bladder is separated from the 
uterus, a distance of about two or three 
inches down. This is surprisingly easy to 
do without injury to the bladder. One 
quarter grain of morphine is given now 
to control pain after the operation. The 
incision into the uterus is made about an 
inch below the line of the incision in the 
visceral peritoneum, This incision follows 
the same transverse semilunar direction 
being careful not to cut into the broad 
ligaments on either side. It is surprising 
how thin the uterus is at this place and 
how little bleeding there is. If this incis- 
ion is properly made, the delivery of the 
baby is a very simple, and easy procedure. 
A little pressure is made on the fundus 
with one hand, and by a little manipula- 
tion with the fingers of the other hand, 
the cut edges of the uterus can be pressed 
back over the baby’s head. As soon as the 
baby is out, the membranes are removed, 
and the incision in the uterus is closed 
with two rows of chromic catgut. Next 
the upper flap of peritoneum is sutured 
to the uterus below the incision in uterus, 
and the bladder flap is then sutured above, 
overlapping the two flaps about one inch. 
The peritoneum over this part of the uter- 
us is thick and easy to handle without 
tearing. The two flaps cover the incision 
overlapping in such a way that any leak- 
ing into the peritoneal cavity after oper- 
ation is impossible. The packs are remov- 
ed and abdomen closed. 


The most surprising thing about the 
operation is the almost total absence of 
bleeding both during the operation, and 
afterwards. Keistner, in discussing the 
various types of section, showed that the 
results of leading German obstetricians, 
utilizing the low cervical, were the most 
favorable. DeLee, says that in their ex- 
perience, convalescence is most satisfac- 
tory. 








There is almost a total absence of the 
usual post-operative discomforts. Not a 
one of my 24 cases ever vomited. Most of 
them were able to eat at the end of twen- 
ty-four hours. They were allowed the back 
rest on the third day, and all but two went 
home on the seventh day. Involution was 
more rapid than in the average normal 
delivery. There has been no shock, sepsis, 
hemorrhage, or peritonitis. DeLee says 
it is impossible to get such a perfect con- 
valescence from difficult delivery. Eight 
of my patients were operated after trial 
labor of twenty-four to thirty-six hours. 
In five cases, the bag of waters was rup- 
tured at the beginning of labor. In one 
case, | had attempted delivery with for- 
ceps. 

CONCLUSIONS 

Low cervical cesarean is safer at any 
stage of labor than the classical. 

Low cervical section is not more diffi- 
cult, requires no more skill, and very little 
more time. 


Convalescence is shorter, and almost en- 
tirely free from the usual post-operative 
complications. 

| believe low cervical section is safer 
than a difficult forceps delivery. It car- 
ries a lower morbidity, and a lower mor- 
tality rate. 
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PREPAYMENT PLANS FOR HOSPITAL CARE 





R. G. Leland, Chicago (Journal A. M. A., March 
25, 1933), points out that a pertinent question 
which has been avoided by the promoters of hos- 
pitilization schemes is : Does the public need at 
the present time an increased amount of hospital 
care or will it benefit more from a greater amount 
of medical care in the home? Whichever way 
the question is answered, disregard of the prin- 
ciples that should govern all agencies equipped 
to render medical care is certain to result in an 
ultimate lowering of the quality of medical care. 
The physical capital in medicine, in whatsoever 
form it may exist, must always remain the in- 
strument wielded by the personal skill and know- 
ledge and must ever conform to an undepreciated 
standard of medical values. Anthing that separ- 
ates the mental capital from the working tools 
and institutions of the profession is sure to prove 
destructive to the medical profession and injur- 
ious to the public. 
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PRESIDENT’S ADDRESS — SOUTHE- 
EASTERN OKLAHOMA MEDI- 
CAL ASSOCIATION* 





H. B. Fuston, M.D., 
BOKCHITO 





Mr. President and Friends: 


It would be a piece of affectation on my 
part if I should fail to acknowledge my ap- 
preciation of the honor conferred on me 
by my election to preside over the desti- 
nies of this society for the coming year. I 
am going to show my appreciation not 
only by word of mouth but more by an 
energetic devotion to the duties of my of- 
fice. 


We all have our ideals; we all have vis- 
ions; we all have dreams. My ideal is a 
united medical profession in this district. 
In my dreams, ever since | joined this 
noble profession, I have dreamed of the 
time when every physician should love and 
esteem his brother physician as he does 
himself and be as solicitous of his wel- 
fare and reputation, professional and per- 
sonal, as he was of his own; and in my 
visions, I have seen the medical profession 
honored and revered for the ever increas- 
ing service which they have been able to 
render their patients and the community 
which has set them apart and _ licensed 
them to practice. 


These ideals, these visions are not ir- 
redescent dreams. If we go to work with 
a singleness of purpose, they can be real- 
ized. 


There comes to us from the dawn of 
history a fable that was retold by Aesop. A 
man had six sons; these sons were torn 
apart by internal dissensions and quar- 
rels. One day the father presented them 
with six canes tied in a bundle and asked 
which one of them could break the canes. 
One after the other took them across his 
knees and failed to break them. When 
they had all failed, the father untied the 
canes and broke them one by one. You, 
my sons, are the six canes; as long as you 
stay together, you are invincible; but as 
long as you are torn apart by petty jeal- 
ousies, any two men can overcome you. 


There is an old saying that is as true to- 
day as the day that it was uttered: “If you 
know a man, you can’t dislike him.” The 
great drawback to universal brotherhood 
is the lack of acquaintance. In every man, 





*Delivered at Roebuck Lake, Hus , Okl h é 
October 20, 1932. - —" 


there are lovable traits. Most men are as 
good and as honest and as willing to do 
right as we are. If we don’t know them, 
how can we find out their good traits? 


When Theodore Roosevelt was ranching 
in the Bad Lands of North Dakota, a 
rancher saw him. Roosevelt wore spec- 
tacles, had cityfied airs, used good gram- 
mar, and was in short, in the other’s esti- 
mation, a cityfied effeminate dude. The 
man boasted that the next time that he 
saw Roosevelt he was going to pick a 
quarrel with him and give him the worst 
whipping that Roosevelt had ever had. 
When Roosevelt heard of this, he called on 
the man, told him of what he had heard 
and asked the man why he felt that way 
about him. The man admired Roosevelt's 
courage, found out that he was so near- 
sighted that he was helpless without spec- 
tacles, that his language was natural, and 
that in all he was a good scout. They be- 
came good friends and were useful to each 
other. 


That we may come to know each other 
better, I wish to urge on every member 
to attend all our county and district and 
state meetings. As we become acquainted 
with each other, cooperation will take the 
place of strife and the petty jealousies that 
only too often are found in our ranks. 


“In union there is strength. Together 
we stand; divided we fall.”” No bee work- 
ing alone produced a hive full of honey. 
No man separated from his fellows has 
ever been able to accomplish the work that 
he could do if he had the cooperation of 
men in the same profession. 


We can all take a lesson from the labor 
unions. There was a time in England 
when it was against the law for a mechan- 
ic to bargain with his employer for his 
wages. The pay was fixed by the govern- 
ment without consultation with the work- 
er, It was only as the workers banded 
themselves together in labor unions that 
they were able to get a reasonable return 
for their labor and decent hours of work. 
Today whenever the voice of labor speaks 
through its leaders, it gets a respectful 
hearing from law-makers and kings. 


The good that our medical societies have 
done cannot be overestimated. We have 
been able to steadily increase the renumer- 
ation from our services. We have been 
able to raise the standard of education for 
entrance into the profession. These things 
we have been able to do even though we 
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have not had the cooperation of the ma- 
jority of the medical profession. Not only 
do we not have all the physicians in our 
societies that are entitled to join, but even 
among the members of our various so- 
cieties many have not shown the interest 
that they should by attending our meet- 
ings and taking part in our proceedings 
and giving us the benefit of their counsel 
and the inspiration of their presence. We 
have a good nucleus for as fine a district 
society as there is in Oklahoma. I believe 
that it ought to be possible to double our 
district membership and more than double 
the attendance at our district meetings. 
Will you not, as members, help me in a 
membership drive and an_ attendance 
drive until every member of our profes- 
sion who is entitled to membership has 
been enrolled? Let’s talk up our district 
society. 


The educational value of our district so- 
ciety is directly dependent on the size of 
our society as well as on the attendance at 
our meetings. If we can be sure of a large 
attendance, we can get the best men in 
our state and surrounding states to come 
and read papers to us. As we hear these 
papers, we learn many new things and be- 
come inspired to renewed efforts in study ; 
our practice does not then become just 4 
dull routine but it challenges our best ef- 
forts and exercises our keenest intelli- 
gence. It is the group action and the group 
cooperation that has given us every pro- 
gress that the science has known. Diph- 
theria antitoxin, the Shick test, antivenin 
serum, the discovery of insulin and its ap- 
plication was the result of the spirit of 
cooperation within our ranks. 


I am president of this society for one 
short year, but you and I are members of 
this society for life. Let us then during 
this coming year put our best efforts into 
the building up of our district society un- 
til we have the very best district society in 
our State. I pledge you my best efforts 
to this end and my confidence in you is 
that you are not going to let me carry the 
burden alone but you are going to rally to 
my help until we have succeeded in hav- 
ing the best year that this society has 
known. 
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PREVENTIVE MEDICINE* 





R. D. WILLIAMS, M.D. 
Full Time County Health Officer 
McCurtain County 
IDABEL 





In the beginning of this paper I wish to 
say that I think the greatest opportunity 
and the greatest work of the physician of 
today is in preventive medicine, and the 
greatest work of this association should be 
on preventive medicine and the spread of 
disease, not only this association, but 
every association in America today. 


The study of preventive medicine has 
thrown diseased conditions into two great 
groups, first the so-called communicable 
diseases, that are responsible for the ma- 
jority of deaths in the earlier periods of 
life, and second, the degenerative dis- 
eases of the heart, the kidneys, the arter- 
ies, that cause the death of so many people 
beyond forty years of age. 


It is an interesting and rather curious 
fact that in the battle of this first group 
of diseases the United States leads the 
world in the vigor and success of its cam- 
paigns. United States health officers have 
taught Germany the principles of sanita- 
tion. They have shown France that Pana- 
ma could be made habitable to the white 
man and they have sent expert aid in re- 
sponse to England’s call for fighting Bu- 
bonic plague. Under the efficient meas- 
ures adopted in this country, deaths from 
all of these communicable diseases have 
declined in the last thirty years. On the 
other hand, we have fallen behind the en- 
lightened countries of Europe in the mat- 
ter of dealing with the degenerative dis- 
eases. In England, Wales, Prussia, France, 
Italy and Sweden there has been a grad- 
ual decline in deaths from the degener- 
ative diseases. In our country there has 
been an increase of 41 per cent in the last 
fifteen years. One would naturally ask 
why so much attention is given by the 
public in general, and by the health au- 
thorities in particular, to the one group 
on causes and so little to the other. The 
answer is not easy, unless it is due to the 
fact that it is only within the last few 
years that any protest has been raised 
against premature deaths from chronic 
diseases. When a death from typhoid 
fever occurs, we readily say that it is a 
death that ought to have been prevented. 





*Read before the Southeastern Oklahoma Medi- 
eal Association, Roebuck Lake, Hugo, Oklahoma, 
on October 20, 1932. 
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We search and usually find the source of 
infection, and by removing the cause warn 
the people against the dangers where we 
find the enemies lurking in that locality. 
When a man of forty-five dies of heart 
disease or nephritis, we shake our heads 
at the mysterious providence that has car- 
ried off a useful man in the prime of life. 
When a man of sixty dies of such mala- 
dies, we accept it as a natural termina- 
tion of life that has reached the scriptural 
age of three score and perhaps a little 
more. 


Fisk happily compares the attacks of 
man’s microscopic enemies to what in cur- 
rent war phraseology are described as 
drives. These drives of the infectious dis- 
eases have met with increasing success. 


Yellow fever, tuberculosis and others 
are still within our lines, but they, too, 
have been driven back and routed from 
the first line of trenches and now are 
scampering for shelter in the second and 
third lines. 


Another line of attack called “nibbling” 
by the French, we are not meeting suc- 
cessfully in this country. The nibbling of 
focal infection in decayed teeth, diseased 
tonsils, intemperate food habits, physical 
and mental strain. These do not produce 
the immediate effect found in the com- 
municable diseases, but they weaken our 
defenses and often in later years bacteria 
lurking in hidden recesses come forth to 
shorten the span of life. 


The Bible puts the span of life at three 
score years and ten. 


The more we learn of that wonderful 
organism, the human body, the more we 
are convinced that the Bible is right and 
that the average person should live seven- 
ty years at least, barring accidents. 


The average span of life today, how- 
ever, is nearer forty than seventy, due 
mainly to certain diseases that can be pre- 
vented. 


Prevention is better than cure, is one of 
the greatest and wisest sayings, and one 
of the most neglected. When mankind 
uses preventive medicine against disease 
more generally there will be considerably 
less sickness, and a great many men and 
women will be hale and hearty, and seven- 
ty years young. 


Machines last for years and years when 
they are given careful and proper atten- 
tion. The body is a divine machine like 
which there has never been anything made 


to compare. It is so wonderful, it puts up 
with so much, that its owner often forgets 
to give it the care it demands, and the re- 
sult is a body that repels some day in or- 
der to attract attention to its needs. There- 
fore the doctors in the future will be those 
who keep the body well instead of treat- 
ing it when it gets ill. Medicine is a great 
science, but the doctor himself can be so 
much greater than his pills and plasters. 
The science of preventive medicine, so far 
as it relates to the individual, is concerned 
with the normal healthy development of 
the body, the care and usage it should re- 
ceive, the conservation of its vital organs, 
its fortification against disease, its mental 
and physical efficiency, and in the pro- 
longation of its span of life. 


As related to the community, the sci- 
ence pertains to the eradication and con- 
trol of disease, and removing the condi- 
tion causing them. Its aim, therefore, is 
primarily preventive rather than curative. 
It deals with the individual, not as an in- 
dividual alone, but as a member of the 
community. It regards the community as 
the real patient whose health and physical 
welfare must be safeguarded. The work 
is conducted in the name of the commun- 
ity and for its direct benefit. 


The mind of man has never been domi- 
nated by an unquenchable desire, an in- 
herent tendency, toward continuous pro- 
gress in life. 


Our twentieth century age is distinc- 
tively one which clearly demonstrated the 
truth of man’s advancement in progres- 
sive usefulness to his fellow man. This 
age of gradually increasing light, of 
awakened and intellectual qualities, with 
constant progress in every department of 
life’s activities, seems to prove the fact 
that every era of history is marked by the 
many changes and development of human 
thought. 

But there was a time when man seem- 
ed to be satisfied with things as they were, 
and they were simply astounded at the 
very idea of a change, but today in this 
twentieth century men are ready for any 
change as soon as their minds grasp the 
newer and better conditions of life. 


But however much we may proclaim our 
independence of thought and action, how- 
ever much we may tirelessly shake the 
strongly welded shackles of imprisoned 
conservative ideas and fixed ideals, we 
still are confronted with indisputable facts 
that, after all, the successful progress in 
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life has been determinedly accomplished, 
we stand today surrounded and influenc- 
ed by the characteristic essence of the con- 
servative thought of the years. And it is 
equally true that we must get accustomed 
to the truth that the mind, with its ever 
widening experiences, must ever change 
the horizon of its belief. The belief in the 
efficiency of drugs as curative agents is 
daily undergoing a remarkable change. 


It is almost self-evident that science 
seeks to know what is, and what might, or 
should be. But not withstanding the tre- 
mendous accomplishments of science in 
every field of endeavor, we still feel and 
greviously experience the effect of dark- 
ness—a darkness which carries with it, in 
victory or defeat, the awful issues of life 
and death. Medical adaptness in diagnosis 
of the diseases assailing mankind has not 
yet reached the point of infallibility. In 
many respects, the medical practitioner of 
the twentieth century is not unlike him of 
the first, therefore we are, at once, 
brought to a full realization of the unde- 
niable truth that, in both aim and fact, 
the practice of medicine has become rapid- 
ly and effectively preventive. 


By preventive medicine we mean that 
branch of the healing art which treats of 
the medicinal, prophylactic, and hygienic 
means and agents employed for the pres- 
ervation of health. 


Prophylactic treatment of disease con- 
sists of the intentional inoculation of a pa- 
tient with the virus of a disease in order 
to cause a mild type of that disease, which 
will secure immunity against subsequent 
attacks. Both the twentieth century pa- 
tient and his physician realize that today 
prophylaxis is the very best method of 
medical treatment. 


All along the lines of therapeutic in- 
vestigation there has been noteworthy ad- 
vance, and today there is no phase of 
medical study which does not bear witness 
to the commendable spirit of accurate and 
exhaustive research, which characterizes 
our age. 


New drugs and therapeutic agents are 
being sought with intense eagerness, 
found where least expected, and applied 
with skillful observation. Every  sub- 
stance, organic or inorganic, that may 
possibly influence the animal economy, 
for good or ill, is being tested by manifold 
timed and guarded experience upon ani- 
mals and finally upon human beings, until 
its powers for cure or otherwise, are de- 





termined with exact precision of torsion 
balance. 


But notwithstanding that preventive 
medicine is fast becoming a veritable god- 
send to diseased humanity mankind is 
still in accordance with the rules and 
ethics of olden times. 


Preventive medicine, if practiced, en- 
ables a man to reach a ripe old age with 
little suffering and loss of valuable time. 


The day has arrived when scientific 
application of medicine has a strong hold 
upon the minds of physicians. But the day 
will never come when physicians will be- 
come so efficiently intelligent and _ so 
thoroughly drilled in diagnostic technique 
as to be able to detect disease in all its in- 
tricate and tortuous ramifications through 
the human body. It will always be neces- 
sary to take something for granted. Great 
and lasting good has also been accomplish- 
ed by the passage and exact enforcement 
of beneficent laws, which were fathered 
by physicians and which compel an indif- 
ferent public to strictly observe and prac- 
tice the rules and regulations of effective 
hygiene. 

The physician who is deeply interested 
in the constant progress of preventive 
medicine is endeavoring continually to un- 
fold and expand the beneficent results of 
its effective application in the treatment 
of disease. He fully realizes that he must 
be an active, telling force in the advance- 
ment and promulgation of the life sustain- 
ing principles of preventive medicine, for 
it is becoming more apparent from day to 
day that men and women have not the 
physical, vital strength that they should 
possess. The sensible employment of pre- 
ventive principles in sanitation and effec- 
tive hygiene has caused the cutting down 
of infant mortality, and rooting out of 
children’s disease, but man’s endurance, 
after middle life, is decreasing. They fail, 
seemingly, to grasp the fact that proper 
outdoor exercise is a great boon to per- 
fect health. This is true of the professional 
man’s life. 

In his untiring efforts in behalf of the 
diseased people of his community the 
faithful physician has done much good. 
But when this same physician contem- 
plates the effects of the seemingly malic- 
ious, stupid, non-recognition of, and the 
opposition to, the true worth of modern 
scientific preventive medicine, the hector- 
ing and bullying of himself and colleagues 
in all their aims for the good of the public, 
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the cordial support of legislation in the 
furtherance of the sordid schemes of 
cranks and quack-alls which are, indeed, 
a social menace and a common danger, he 
realizes that preventive medicine still has 
a brave struggle ahead, but it will, eventu- 
ally, be triumphant if it has but a tithe of 
the sympathy and help it justly deserves. 
The magnificent battle waged by the 
twentieth century physicians, in behalf of 
their noble, sacrificing purposes to lessen 
the pain and suffering of mankind and 
thus prolong the years of useful life, is 
quite similar, in some respects, to the 
battle fought by the discoverers of the 
means of preventive medicine in the years 
of long ago. Although the physician of 
today is not forced to deny or recant and 
notwithstanding the fact that he is not 
compelled to suffer the agonizing pain 
caused by the life destroying flames of the 
stake, it is, nevertheless, true that every 
physician, in his time, was invariably of 
the unpopular side, courageously fighting 
the unceasing battle of new and unwel- 
come truth inherited and acquired ignor- 
ance, detestable superstition and uncom- 
promising prejudice. The millennium of 
medicine will be fully realized when the 
medical practitioner, who has lived and 
moved in the foggy atmosphere of clouded 
glory, reaches that point of comprehen- 
sion which enables him to see, with the 
windows of the mind open, that it is far 
better to be conscientiously honest and 
sincere in the treatment of the sick. 

But notwithstanding his many grevious 
faults and shortcomings the faithful medi- 
cal practitioner may always be delightful- 
ly consoled by the happy recollection of 
the thought that, after all, no grander 
band of men ever graced the luminous 
galaxy of professional glory than who 
continually shine as brilliant jewels in the 
crown of the Roman God of medicine. 


ray 
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YEAST ADVERTISING 








In the Journal of the American Medical Associ- 
ation for January 7, 1933, page 59, there appears 
a letter from the Vienna Medical Faculty denying 
that any members of the faculty have given testi- 
monials as to the alleged therapeutic powers of 
yeast. The medical faculty goes on to state that 
statements have been used in American illustrat- 
ed and other magazines to the effect that they 
have issued such favorable statements. They wish 
by this to emphatically deny that any statement 
has ever been made, 
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VERTIGO* 


Rost. L. GEE, M.D. 
HUGO 


Vertigo is a symptom in the symptomat- 
ology of a large number of diseases with 
which we come in contact. I have had pa- 
tients with vertigo the clinical significance 
of which I did not at all understand. We 
are prone to speak in an indefinite way of 
a refractive vertigo; of a stomach vertigo, 
of a vertigo from Bright’s disease, without 
even thinking for a moment of the real 
mechanism of its production. 


For a long time it has been generally 
accepted that vertigo is due to a disturb- 
ance of the vestibular apparatus. Fecal in- 
fections, gastro-intestinal, kidney or any 
other form of toxemia can produce verti- 
go only if the toxemias affect the vesti- 
bular apparatus. 

Therefore we should regard every case 
of vertigo as a disturbance of the vestibu- 
lar apparatus. Unquestionably the slight- 
est irritation of the vestibular end organs 
produces a disturbed equilibration. The 
vestibular apparatus includes the vestibu- 
lar portion of the middle ear, the vestibu- 
lar portion of the eighth nerve, and the 
vestibular intracranial pathways and 
termini. 

If with the vertigo there are any out- 
standing symptoms of causative diseases 
present, these will, of course be of ma- 
terial help to us in arrving at a solution 
of an otherwise mystery. The causes may 
be divided into four rough sections. In- 
tracranial diseases with its many problems 
for the neurologists and the general or 
brain surgeon, Ear diseases with its many 
direct causative factors, eye diseases 
which are comparatively few, and then 
comes the toxemias, the systemic, and 
metabolic disturbances affecting the la- 
byrinth of the ear. 


METABOLIC DISTURBANCES AFFECTING THE 
LABYRINTH OF THE EAR 


Quite naturally, as you would expect, 
the chief interest of this symptom to me 
is centered on the disturbances of the ear 
and the eye which are known to be re- 
sponsible for this symptom in many pa- 
tients. If a patient with paralysis or an 
extraocular muscle looks in the direction 
of the paralyzed muscle there is an ap- 


*Read before the Southeastern Oklahoma Medi- 
eal Association, Roebuck Lake, Hugo, Oklahoma, 
on October 20, 1932. 
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parent rapid movement of objects in the 
opposite direction. If the eyes are closed, 
however, the symptom disappears. In this 
simple manner we eliminate other causes. 
If the eye muscles are not at fault we use 
the ophthalmoscope to determine if a chok- 
ed disc or retinal or other lesions are pres- 
ent which might throw some light on the 
etiology of the vertigo. 


In chronic suppuration of the middle 
ear, vertigo becomes of great diagnostic 
and prognostic importance as indicating 
the necessity for surgery. However, in 
this condition, one should distinguish be- 
tween irritation of or extension to the la- 
byrinth and extension of the suppuration 
to the brain. For a long time the labyrinth 
of the ear has been recognized as the 
chief organ controlling equilibrium. Waves 
of sensation, subconscious in part at least, 
are constantly proceeding from the semi- 
circular canals and the vestibule, whence 
some pass through connecting neurons to 
the cortex of the cerebrum, and others 
through the principal nuclei in the bulb 
and Deiter’s nucleus, through the cere- 
bellum into the motor cells of the anterior 
horns of the cord. When these sensations 
originate, and are distributed in all these 
directions, in a normal manner their sub- 
conscious interpretation results in equi- 
librium or a sense of equilibrium. But 
when the impulses at their origin on one 
side in the semi-circular canals and the 
vestibule are unduly stimulated or retard- 
ed, at once the sense of equilibrium is up- 
set and vertigo results. Labyrinthine ver- 
tigo is always rotary. Changes of the 
pressure of the intra-labryinthine fluid 
and changes in the circulation of the blood 
in the labyrinthine vessels causes vertigo, 
and it is easy to understand how very 
many tympanic disorders can cause these 
changes. Labyrinthine disease can occur 
without pre-existing disease of any other 
part of the ear, as in syphilis or leukemia. 
Local disease of the labyrinth produces 
vertigo, yet it is equally true that any in- 
terference in the tracts through which 
impulses from the labyrinth pass may al- 
so produce vertigo. Lesions in the cere- 
bellum and its peduncles, lesions in the 
medula, and in the pons, and lesions of the 
eighth nerve may affect these pathways. 
As the auditory nerve passes through the 
pons and approaches the restiform body 


it divides, the acoustic bundle passing to 
the outer side and the vestibular bundle 
to the inner side of this body. Thus a les- 
ion in this region might involve vestibular 
portion, producing vertigo and nystagmus, 
without involving the acoustic portion and 
the function of audition. Lesions of the 
cerebellum through which most of the 
vestibular impulses pass to the muscular 
system of the body are most likely to pro- 
duce inco-ordination, vertigo, nystagmus 
and past pointing of a more persistent 
type than the vertigo of labyrinthine 
origin. Instead of a direct involvement of 
these tracts, intracranial disease, by in- 
ducing intracranial hypertension, may be 
the cause. Tumors, hemorrhage, abscesses 
and meningitis are some of the conditions 
that may interfere with the tracts or 
cause hypertension. 


In addition to cases of vertigo occur- 
ing in demonstrable lesions affecting di- 
rectly the vestibular apparatus or the 
neurons distributing its impulses, there is 
a large number of other cases in which no 
local lesion can be identified. These are 
the so-called cases of functional vertigo. 
They may be mild or severe. Lesions far 
remote from the ear and many systemic 
conditions are able to affect the labyrinth. 
The mode of action may be through the 
reflexes or due to toxins or circulatory 
disturbances. If the vertigo is of the re- 
flex type, as in tubal, ovarian or abdomi- 
nal disease it is through the sympathetic 
nervous system affecting the vasomotor 
supply of one labyrinth or its connections 
on one side more than the other. Vertigo 
in cardiovascular disease is due to insuf- 
fiency of the blood supply to the brain 
and labyrinth. These are such diseases as 
aortic valve lesions, heart block, thoracic 
aneuryisms. Low blood pressure will pro- 
duce vertigo. High blood pressure will do 
the same when the pressure is suddenly 
lowered. 


These changes in the labyrinth are 
caused by changes in pressure of the in- 
tracranial contents on the saccus endo- 
lymphaticus. Toxemia causes. vertigo 
through irritation by the poison of the 
nerve endings in the labyrinth and vesti- 
bule. The nerve elements within the la- 
byrinth, like the retina of the eye, are very 
delicate and are easily distured of influ- 
ences. 
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EMPYEMA OF THE PLEURAL 
CAVITY 





P. P. NEsBiTT, M.D. 
TULSA 





The collection of pus in the pleural cav- 
ity is due in a very great majority of cases 
to extension from pneumonia processes in 
the lung. The relatively small number of 
cases not caused by pneumonia may arise 
from a wide variety of conditions, some of 
which are: (1) Penetrating wounds, 
either through the entire chest wall or 
from fragments of fractured ribs. (2) In- 
fective processes of the chest walls. (3) 
Infective processes other than pneumonia 
of the lungs, as tuberculosis or lung ab- 
scess. (4) Extension from infections be- 
low the diaphragm, as perinephritic ab- 
scess or sub-phrenic abscess. (5) Suppur- 
ating glands in the mediastinum or other 
parts of the chest. (6) Extension through 
the lymph channels, as from boils or car- 
buncles on the neck. (7) Possibly through 
the blood stream when there is a pre-ex- 
isting lesion of the pleura. 


All of the pus producing organisms 
are found in empyema. Where the condi- 
tion follows lobar pneumonia the pneumo- 
coccus is nearly always the causing organ- 
ism. When it is caused by the broncho- 
pneumonia of influenza the streptococcus 
is found in nearly every case. Aside from 
these the staphylococcus and colon bacil- 
lus are the most commonly found organ- 
isms. 


The method of development of empyema 
from pneumonia is usually a direct invas- 
ion of the pleura by the organisms from 
the consolidated lung. Where it is caused 
by other conditions as abscess or suppur- 
ating glands it may be by extension of the 
inflammatory process, by rupture of pus 
into the pleural cavity or the infection may 
be carried by the lymphatics. 

The fluid forming in the pleural cavity 
if caused by the pneumococcus, staphy- 
lococcus or the colon bacillus is frankly 
purulent from the beginning. If caused by 
the streptococcus it is fairly clear at first, 
gradually becoming more purulent. If 
caused by the bacillus tuberculosis it re- 
mains clear unless a mixed infection de- 
velops. 

Symptoms are at first the pain of pleur- 
al irritation which is relieved when enough 
fluid forms to separate the inflamed sur- 
faces. Lrregular chills with fever followed 
by sharp remissions and profuse sweating. 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 151 


Cough is usually but not always present. 
Appetite poor. Patient usually weak and 
listless. Dyspnoea is present if the collec- 
tion of fluid is large. 


Diagnosis is made from the history, by 
physical examination, X-ray examination, 
and the aspirating needle. In cases of 
pneumonia or other illness when conva- 
lescence is unduly prolonged or when ir- 
reguiar chills and fever develop a careful 
examination of the chest should be made. 
If there is a considerable amount of fluid 
percussion over this area shows a charac- 
teristic flatness and on auscultation breath 
sounds are distant or absent. There is a 
lagging or limitation of motion in breath- 
ing on the affected side. There is no full- 
ness or bulging between the ribs except in 
neglected cases with a very large amount 
of fluid present. Blood examination shows 
a variable amount of leucocytosis present, 
the count usually being rather high. 


X-ray examination should be made 
when possible with patient in the standing 
or sitting position. More information can 
often be obtained by a flouroscopic exami- 
nation than from a film. By turning in dif- 
ferent positions a pretty definite idea of 
the location of the fluid can usually be 
gained, and if a fluid-level can be seen we 
know definitely that it is fluid and not 1 
consolidated lung or thickened pleura that 
causes the increased density. In all acute 
cases where fluid has been located, or 
strongly suspected, in the pleural cavity, 
aspiration should be done and the fluid ex- 
amined bacteriologically. If a large 
amount is present a large part or even all 
that is possible should be removed by as- 
piration for relief of acute symptoms. 


Prognosis in empyema depends on a 
number of factors. Age of patient, chil- 
dren as a rule respond to treatment better 
than adults. Condition of patient at time 
of operation—many of them are in a mori- 
bund condition due to the severity of 
the disease of which the empyema is a 
complication, or to the overwhelming 
severity of the empyema process itself. 
The anesthetic used, the virulence and lo- 
cation of the pus and the extent and lo- 
cation of the drainage operation, nursing 
and dietetic facilities available, co-oper- 
ation of the patient. 


The treatment of fluid in the pleural 
cavity is governed by the bacterial find- 
ings, the amount of fluid, and the condi- 
tion of the patient. First, we want to em- 
phasize that a patient having only sterile 
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fluid in the chest, whether it be blood or 
an exudate, should never be subjected to 
open operation. If the collection is large 
enough to embarrass respiration it should 
be removed by aspiration. The same holds 
good for tubercular infection unless a 
mixed infection develops. Even then it 
should be treated by aspiration as long as 
possible and an open drainage done only 
as a last resort. 


A streptococcus process should not be 
drained by open operation until the fluid 
becomes frankly purulent. The reason for 
this is that the adhesions limiting the pro- 
cess are so slight that if air is admitted 
to the pleural cavity the lung will collapse 
with an extension of the infection, “flap- 
ping”’ of the mediastinum and of the heart 
if it is the left side of the chest involved. 
The fluid should be aspirated as often as 
necessary to prevent respiratory embar- 
rassment and extension by pressure. By 
the time the fluid becomes purulent the 
adhesions are strong enough to hold and 
the chest can be opened safely. 


Generally speaking, a pleural cavity 
containing pus caused by the pneumo- 
coccus, streptococcus, or colon bacillus 
should be opened and drained as soon af- 
ter the diagnosis is made as is possible. 
However there are exceptions to this rule. 
In some cases where the pneumococcus is 
the causative factor the bacteria have 
either largely lost their virulence or the 
body has developed an immunity sufficient 
to hold the process in check. Such cases 
may be cured by aspiration alone, or even 
without it. In my opinion many of the 
cases diagnosed as delayed resolution of 
pneumonia are really empyemas of this 
type. In cases where there is a massive 
empyema and the patient is in extremis it 
may be advisable to remove a part of the 
pus by aspiration and wait a few hours in 
hope that the patient’s condition may be 
improved at the time of operation. How- 
ever all such cases should be operated, for 
it is surprising how some of these appar- 
ently moribund cases will rally after op- 
eration. 


The question of the kind of operation 
for providing drainage resolves into 
whether a rib resection should be done or 
not. In small children, in most types of in- 
fection, and in adults with a pneumococcus 
infection and whose ribs are so close at the 
desired point that an adequate sized tube 
cannot be introduced between the ribs, 
rib resection is the operation of choice. 
Also where it is desired to open the chest 


wall near the insertion of the diaphragm 
it is safer to do a rib resection. 

Drainage without rib resection is pref- 
erable in most adults in any kind of 
infection and in children with a strepto- 
coccus infection if it is possible to get ade- 
quate drainage. 

The location of the drainage operation 
should be at the most dependent part of 
the abscess cavity when the patient is in 
the erect position, for the patient is prac- 
tically always up and about before drain- 
age stops. 

Anesthetic—For children it is usually 
necessary to give a general anesthetic, 
ethylene or nitrous oxide being prefer- 
able to chloroform or ether. For adults 
the operation can be done with local an- 
esthesia. 

Various types of drainage tubes are 
used but a soft rubber tube of the desired 
size is preferable in most cases. In cases 
of pneumococcus infection with large 
amount of fibrinous deposits in the cavity, 
two moderate sized tubes placed side by 
side are preferable to one large tube. 

Postoperative treatment consists of 
keeping drainage established, forced feed- 
ing, getting patient out of bed a part of 
the time as soon as possible, and exer- 
cises to expand the contracted lung to 
close the abscess cavity. 

In order to keep drainage established it 
may be necessary to wash the cavity with 
some liquid that will desolve the fibrinous 
deposits. Dakin’s solution is best for this 
where there is no bronchial fistula. 


lowing against resistance is the best 
exercise for expanding the lung. It should 
be begun early and practiced systematic- 
ally several times daily. 


INTERSTITIAL KERATITIS 








In a check-up examination of sixty-seven per- 
sons five years after all active symptoms of inter- 
stitial keratitis had subsided under intensive anti- 
syphilitic treatment, Maude Carvill, Boston (Jour- 
nal A. M. A., June 6, 1931) noted that in twenty- 
three cases the vision had improved, in thirty-two 
it had not changed, in nine it was not as good, 
and in three data were not available. In five of 
the nine cases in which the vision had failed 
there were other complications such as cataract, 
choroidal changes in the macula, glauoma sec- 
ondary to marked chorioretinitis of diabetes, ex- 
ophthalmic goiter, and phlyctenular keratitis. In 
none of these sixty-seven cases has there been a 
recurrence of interstitial keratitis during the five 
years. One patient, however, had a_ syphilitic 
iritis; one had a cataract; one an acute glaucoma 
secondary to a severe diabetic chorioretinitis, and 
one had phlyctenular keratitis. 
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SOME PROCTOLOGIC PROBLEMS* 
CURTICE ROSSER, M.D., F.A.C.S. 


Professor of Proctology, 
Baylor University College of Medicine 
DALLAS, TEXAS 


Such progress as has been made during 
the past decade by those working in the or- 
thodox proctologic field has resulted large- 
ly from an honest attempt on the part of 
proctologists everywhere to shoulder cer- 
tain technical responsibilities—the neces- 
sity for accurate instrumental diagnosis, 
proper surgical procedures and painstak- 
ing after-management. 


Any number of complex and interesting 
problems remain for future adjustment by 
those seriously concerned with the work 
of this field and it is not unreasonable to 
assume that the competence and good 
judgment with which such problems are 
approached will index in large degree our 
maturity. The present discussion com- 
prises a brief survey of three proctologic 
subjects which present unsettled phases at 
present under friendly dispute and these 
three examples—the place of injection in 
hemorrhoid therapy, the precancerous role 
of benign anal and rectal lesions and the 
essential use of surgery in the presence of 
chronic ulcerative colitis —- will perhaps 
serve as illustrations of unsolved proc- 
tologic questions and point out the wide di- 
vergence of present opinion where even 
the most common intestinal complaints 
are concerned. 


INJECTION OF HEMORRHOIDS 


Because of its origin the injection treat- 
ment of piles has in this country remained 
a subject difficult to discuss in ethical 
circles without acrimony and irritation, a 
state of mind which has subordinated 
calm consideration of the comparative 
merits of agents suggested and of the 
types of varicosity possibly suitable for 
this therapy to controversy concerning the 
method in general. 


Proctologists feel that the method has 
had an unfortunate tendency to carry 
with it certain stigmas of its unethical 
origin—universality of application, guar- 
antee of cure and secrecy of formula. 


But many orthodox practitioners real- 
ize with proper solutions as sclerosing 
agents the method has definite usefulness, 
that it is often curative in first stage piles 








*Read before the Muskogee County Medical So- 
ciety on Monday, February 27th, 1933. 


which present painless bleeding as the 
single symptom, that it occasionally cures 
and usually relieves second stage piles 
(slightly prolapsing tumors) and _ that 
even in more advanced cases where perm- 
anent relief cannot be expected and where 
complications often contraindicate the 
technique, hemorrhage may be temporarily 
controlled by its judicious and careful use. 

For this reason investigations similar to 
those constantly reported in connection 
with varicose vein therapy for example 
which aid the unprejudiced practitioner to 
determine the most effective and least 
perilous solutions would appear oppor- 
tune. 

If I have properly interpreted the trend 
of injection therapy as applied to the 
rectum the earlier strong solutions of 
phenol in carriers of water, glycerine or 
oil have been largely abandoned possibly 
because of the incidence of slough as a 
complication. 

During the past decade two types of 
solution have been popular, quinine urea 
hydrocloride as advocated by Terrell of 
Richmond, and weak phenol mixtures in 
oil vehicles administered in large doses. 


Submucosal tumefaction became so com- 
mon an observation in the proctoscopy of 
individuals previously injected in a num- 
ber of cities and villiages of Texas that 
biopsies were performed in individuals 
whose tumefaction had resulted in rectal 
occlusion and it was determined that the 
tissue present was not as had been pre- 
viously believed a pure fibrosis but a for- 
eign body granuloma from non-absorbed 
oil, in other words an eleoma. 


To confirm this impression a clinical 
and pathological survey was recently 
made by Dr. Stuart Wallace and myself 
based on a series of twenty rectal occlus- 
ions and fifteen individuals without stric- 
ture, all giving a history of previous in- 
jections of unknown solutions, This series 
of thirty-five clinical cases were injected 
by some sixteen different physicians in 
eleven Texas communities. 

In addition, twenty-six experimental in- 
jections were made in hemorrhoids or 
under the rectal mucosa of human sub- 
jects, using three oils with and without 
phenol fortification. Hemorrhoids prev- 
iously injected with quinine urea hydro- 
cloride, non-injected hemorrhoids, and in- 
flammatory strictures were used as con- 
trols. 


These cases present at times a diag- 
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nostic puzzle, a situation even more prob- 
able in communities where the phenom- 
enon is less frequent and the clinician and 
pathologist unfamiliar with the gross and 
. microscopic picture. The dense fixed tis- 
sue characteristic of our clinical and ex- 
perimental eleomas is not dissimilar to 
sarcoma, tuberculosis and lues and the 
section itself presents features suggestive 
of the last two. 


Our final conclusion was that the re- 
tention of oil and consequent fibrosis is 
in our community the chief etiological 
agent responsible for stricture in previous- 
ly injected individuals and that the same 
phenomenon is apparently responsible for 
lump formation in the rectum. 


Regardless of the acceptance of our con- 
clusions, it is felt that a continuation of 
similar studies, without prejudice, may 
clarify the status of this form of therapy. 


ANAL CANCER 


The chronic irritation theory has been 
generally adopted in connection with the 
origin of malignancy. The application of 
this theory to rectal cancer exclusive of 
the anal canal has also been generally ac- 
cepted in connection with pre-existing ade- 
nomas and chronic colitis. 


If it is true that unsound tissue in the 
anal canal, resulting from the long-con- 
tinued existence of various forms of com- 
mon anal pathology with infection and ir- 
ritation, have the same provocative reac- 
tion in susceptible subjects as do similar 
tissues in other parts of the body, it be- 
comes an unfortunate fact that the weight 
of written authority has up to this time 
discouraged the very logical resulting con- 
clusion. 


Ewing, (who seems to base his state- 
ment largely on an expression made by 
Kraske some years ago) has been widely 
quoted to the effect that a tissue predis- 
position appears definitely only in those 
cases arising on multiple polyposis, and 
there is no satisfactory evidence that 
“cancer develops in tissue altered by hem- 
orrhoids, fistulae or cicatrices.”’ Penning- 
ton rejected the entire irritation theory 
and believed hemorrhoids when present 
were a mere coincidence. Lockhart-Mum- 
mery ardently supports the adenomata 
theory in the rectum, grants the occasion- 
al occurrence of cancer in fistulous tracts 
but doubts the etiological significance of 
other benign anal pathology. 


A review of the literature since 1915 


reveals that eighteen specific instances in 
which malignancy has developed in benign 
anal lesions have been reported by ten ob- 
servers, in addition to a number of vague 
references to cases observed by others. 
The preceding lesion is given as piles in 
seven instances; seven fistulae resulting 
in cancer, three cases of pavment-celled 
epithelioma from leucoplakia and one case 
of epithelioma in an imperforate rectum 
have also been reported. 


In my opinion this group of cases is a 
tremendously inadequate representation of 
the true picture and it is suggested that 
two factors are responsible. Such a logical 
sequence is not thought worthy of special 
record by the casual observer; or in in- 
stances where cancer has overgrown the 
original benign lesion the significance of 
past symptoms is over-shadowed by the 
present tragedy of malignancy. 


I have previously reported seven cases 
in which fistula had been present before 
the discovery of anal cancer for periods 
varying from one to fifteen years. 


Four cases were seen giving a history 
of bleeding and protruding hemorrhoids 
for periods varying from ten to thirty 
years. In one a squamous celled malig- 
nant ulcer was found lying between two 
ancient piles and extending upward from 
its origin at the anorectal (dentate line) in 
another a firm mass was found to contain 
epithelial cancer, in the other two cases 
the hemorrhoids had been completely re- 
placed by malignant tissue, adenocarcin- 
oma in one and epithelioma in another. 


It is suggested that a more general in- 
vestigation of the prior history and local 
findings will multiply the number of simi- 
lar reports. 


Admitting the possibility of coincidence 
in some cases, it is believed that there is 
satisfactory evidence that anal cancer 
may develop in tissue altered by hemor- 
rhoids, fistula or cicatrices. 


ESSENTIAL SURGERY IN CHRONIC ULCER- 
ATIVE COLITIS 


The management of a widespread, dis- 
abling, often fatal disease, chronic ulcer- 
ative colitis, has been in the last ten years 
almost entirely relegated to the realm of 
medical treatment. Two factors conspired 
to bring this about. The mortality follow- 
ing operative interference in the past had 
been unusually high, due to the fact that 
surgeons did not understand the extreme 
permeability of a bowel carrying this in- 
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fection and attempted to explore all cases, 
peritonitis frequently resulted from trau- 
ma, and to the fact that the preoperative 
and post operative preparation was not 
properly emphasized. When the announce- 
ment was made that the disease was due 
to specific organisms and that vaccines 
and sera made from these organisms 
would cure the condition, the surgeon was 
glad to relinquish his attempts to combat 
the situation by radical means, and for ten 
years has waited patiently to see the out- 
come of purely medical measures. 


Four definite etiological agents have 
been postulated by different groups of ob- 
servers, and each group seems equally 
convinced of the adequateness of their ex- 
planation and the complete efficacy of 
measures based on it. One group has 
claimed that all cases are due to amebae. 
In England and Canada the theory that 
the disease is related to bacillary dysen- 
tery has gained foothold, anti-dysentery 
serum being used. It has also been postu- 
lated that chronic ulcerative colitis was 
primarily due to an avitaminosis. 

Unquestionably the most popular theory 
in this country is that first enunciated 
by Bargen in 1924, that the disease is the 
result of infection of the colon with a 
specific streptococcus and that vaccines 
and sera from this organism are largely 
curative. 

It would appear that regardless of the 
final outcome of the discussion concern- 
ing the specificity of any etiological agent, 
and granting the value of recent discover- 
ies, the result of treatment by present 
methods are nevertheless unsatisfactory. 
Surgical measures which have been in 
a large part held in abeyance have a wide 
field of usefulness which should be util- 
ized. Such surgical procedures, which can 
be held to a lower mortality by proper ap- 
plication of new information concerning 
the pathology present will be useful in 
three ways; the cure of disease, to cure 
the patient, if not the disease, to eradi- 
cate foci of infection in the zone of origin 
(the anal canal) as well as in distant 
zones. 

Patients entering Baylor University 
Hospital with this complaint over a recent 
ten year period had a hospital mortality 
of 18.4 per cent and it was startling to 
note that only one patient who died had 
any attempt to alleviate the condition 
surgically before his demise. 

While prevailing treatment in this ten 
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year group involved chiefly medical meas- 
ures, nineteen per cent had some surgical 
procedure during their stay. The proced- 
ures covered a wide range—colostomy, 
ileostomy, fistulectomy, hemorrhoidec- 
tomy, cecostomy, etc., and it is at least of 
interest that there was with a single ex- 
ception no mortality as a result, nor was 
there a reported case which did not show 
some improvement. 

Recently the opinions of a group of 
surgeons most likely to see a volume of 
these cases was sought by personal com- 
munication to supplement opinions found 
in the literature and it was found that 
present opinion here and in England may 
be grouped under two divergent schools— 
first a definitely conservative group who 
regard surgery as a last resort and second 
those who believe that operative measures 
should be much more frequently utilized 
than is now customary. But, the “con- 
servative” group as a rule favor only the 
most radical type of surgery in cases 
selected for surgery and the “radical” ex- 
ponents of surgical relief are often 
strangely conservative in the procedures 
they believe will prove helpful in non- 
moribund patients. 


In the first group the opinions of Drs. 
Rankin of Lexington, Lynch of New York, 
Fansler of Minneapolis, will be illustra- 
tive. Dr. Fred Rankin wrote (in part): 
“Ileostomy has been done in the past two 
years in three to four per cent of cases 
coming to the Mayo Clinic. | have never 
seen any advantage in doing a cecostomy 
or appendicostomy. We always do an 
ileostomy.” 

Dr. Jerome Lynch wrote: “In chronic 
cases where infection has extended into 
the small bowel, ileostomy has given com- 
plete recovery. In the past appendicos- 
tomy gave very satisfactory results, but I 
have found surgery less frequently indi- 
cated since 1917. About three per cent of 
the cases require surgical intervention.” 

Dr. Fansler wrote: “Simple ileostomy 
with division is the only procedure justi- 
fiable and even with this the mortality is 
about fifty per cent.” 


From the group advocating the appli- 
cation of surgery to a larger number of 
cases, favoring as a rule simpler proced- 
ures, the opinion of Mr. Lockhart-Mum- 
mery and Sir Charles Gordon Watson of 
London, Dr. Louis Hirschman of Detroit, 
Dr. Dan Jones of Boston and Dr, P. H. T. 
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Thorlakson of Winnipeg will be summar- 
ized. 


Both Mummery and Watson in a sym- 
posium before the Royal Society of Medi- 
cine in March, 1931, favored appendicos- 
tomy as a routine step except in mild 
cases. aj 


Dr. Hirschman wrote: “It is far better 
to perform a cecostomy or ileostomy on 2 
patient who might possibly have been ma- 
terially improved by non-surgical meas- 
ures than wait too long. The majority of 
cases coming under my observation con- 
sult me after a long period of non-surgical 
care, so fully seventy-five per cent are ad- 
vised to have surgical intervention.” 


Dr. Jones wrote (in part) : “I do not re- 
gard appendicostomy as sufficiently help- 
ful. I believe an ileostomy should be done 
in a few acute cases, perhaps rarely in a 
fulminating case and always in a chronic 
case which is steadily going down hill. | 
operate upon nearly seventy-five per cent 
of the cases I have been asked to see.” 


Thorlakson recently wrote (December 
International Clinics): “In cases that re- 
sist all other measures we feel that ce- 
costomy is a useful procedure. The tube 
must be left in situ for an average of one 
year.” 

It is apparent that there is a variance 
of opinion as to just what procedure 
should be done if surgical intervention is 
contemplated. My own judgment is that 
the mild but chronic case in which vac- 
cines, sera, diet and rest fail to bring 
about remission promptly, or those in 
which recurrence occurs, an appendicos- 
tomy or cecostomy is indicated. It seems 
reasonable to assume that this is the type 
of case which is not now submitted to 
surgical judgment, and it is possible that 
it is for this reason that some of the 
authorities quoted rely entirely on ileos- 
tomy. 


In fulminating cases, where interven- 
tion is necessary to save life, or in any 
case complicated by polyposis, malig- 
nancy, hemorrhage, etc., a transverse 
ileostomy seems definitely desirable. 

Observance of several tremendously im- 
portant surgical principles, which have 
been brought out by the intensive study 
of this condition has been given in recent 
years, should do much to keep the mor- 
tality within proper limits. The first is 
the use of one or more preliminary trans- 
fusions of blood, coupled with a smooth 
low residue diet and fluids by clysis. The 








second is complete avoidance of trauma to 
the colon in the laparotomy, best accomp- 
lished by the use of spinal anesthesia for 
relaxation, careful handling and no ex- 
ploration. The third is prevention of soil- 
ing of the wound until it has had oppor- 
tunity to heal firmly and the appendicos- 
tomy or cecostomy is best left closed for a 
period of five days to one week after the 
laparotomy. 

710 Medical Arts Building. 
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GOLF, AND INFANT FEEDING 








It is possible to play over the entire course 
with a single club and bring in a fair score. But 
playing with only one club is a handicap. The 
best scores are made when the player carefully 
studies each shot, determining in advance how 
he is going to make it, then selects from his bag 
the particular club best adapted to execute that 
shot. 


For many years, Mead Johnson & Company 
have offered “matched clubs,” so to speak, best 
adapted to meet the individual requirements of 
the individual baby. 


We believe this a more intelligent and help- 
ful service than to attempt to make one “baby 
food” to which the baby must be adapted. 
BASIC CONSIDERATIONS IN MINORITY RE- 

PORT OF COMMITTEE ON COSTS OF 
MEDICAL CARE 








Alphonse M. Schwitalla, St. Louis (Journal A. 
M. A., March 25, 1933), states that the minority 
report of the Committee on Costs of Medical 
Care did not condemn wholesale and in toto the 
recommendations of the majority. The minority 
expressly states that, on many points discussed 
in the majority report, the nine members who 
signed the minority report are in complete agree- 
ment with the larger group. The minority says: 
“We are in full and hearty accord with the Ma- 
jority in its recommendations for ‘The Strength- 
ening of Public Health Services’ and ‘Basic Edu- 
cational Improvements,’ and we agree to some ex- 
tent with the pronouncements of the Committee 
in respect to coordination of medical services. 
Some of the recommendations for coordination of 
medical services and for basic improvements in 
medical education are immediately practicable,” 
and it considers itself “in sympathy with the 
recommendations of the majority which deal with 
the better training of specialists and their proper 
control.” The author also discusses medicine as 
a self-determining profession, the personal re- 
lationship between the patient and the physician, 
the group purchase of medical service and the 
constructive recommendations of the minority re- 
port. He concludes that the majority report, to 
his mind, has done its greatest service to medi- 
cine by arousing the interest of the medical man 
in the economic and social problems implied in 
medical practice. The minority report has done 
its greatest service to medicine by restating and 
reemphasizing those basic principles of medical 
practice which must be the foundation of all de- 
velopment in medicine, not only of scientific 
development but also of social and economic 
progress in the practice of medicine. 
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EDITORIAL 
WHAT TO DO AND WHAT NOT TO DO 





This matter is one dealing with the very 
simplest fundamentals of certain phases 
of our annual session, but, regardless of 
that we find these fundamentals neglect- 
ed and ignored year after year, without 
regard to the annual suggestions to do 
otherwise. We refer to papers, preserva- 
tion and preparation. 


First: Every paper read at the annual 
session is the property of the association 
and its journal, therefore they should not 
be carried away from the meeting for the 
“correction of errors.”” These errors, if 
they exist, should be carefully corrected in 
advance of the meeting, and the paper 
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entirely rewritten and prepared exactly as 
you wish it to appear in print in the fu- 
ture. 


Second: The paper should have (a) a 
title, one fitting to the text. Ambiguous 
titles are worthless. The title should at- 
tempt to convey the idea the writer wishes 
to convey to the reader; (b) full name 
and address of the author; (c) time, place 
and section in which the paper is to be 
read. All papers should be double spaced 
(printers utterly despise to handle single- 
typed papers. They are certainly more dif- 
ficult to set up and are more liable to 
errors than otherwise; (d) You will be 
mailed galley proofs of your article, and 
with it quotations as to price of reprints. 
This matter should be promptly read, cor- 
rected and returned to the printer, not the 
editor of the Journal. Please do not com- 
mit the rather common negligence or error 
of waiting two or three months after the 
paper has been published in the Journal. 
The type has long since been melted and 
therefore reprints cannot be had, though 
our printer is an accommodating gentle- 
man, and often resets the article in order 
that the negligent author may obtain a 
few reprints, which at the proper time 
could have been obtained at relatively low 
cost. The Journal and the association has 
nothing to do with the setting up and 
sending out of these reprints. The printer 
does all this on his own initiative, and at 
cost, no attempt being made to make any 
profit out of the transaction. 

Lastly: Just pick up your paper, read 
it from the beginning, see if it is in the 
order above suggested, and if you want it 
to appear in print as you have it written. 
Some day the editor is going to play a joke 
on some set of writers by setting up and 
printing the articles exactly as they are re- 
ceived. Then we expect to get a “cussing.” 


You are further advised that the papers 
that are errorless, or practically so, come 
from the hands of the busiest men in the 
state. It would seem that if these men, 
known to be busy from morn to night can 
find time to write their papers in immacu- 
late manner, the physician finding time 
hanging upon his hands should do equally 
well, but they do not. The moral to all 
this may be found in a few moments re- 
flection. Success and accuracy seem to 
run hand in hand. 


By all means leave your paper with the 
section officers. 
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DO THE RICH GET THE BEST 
MEDICAL SERVICE? 





Some years ago one of our great au- 
thorities on matters medical and surgical, 
in substance said, “Those who get the best 
(it is inferred he meant to say modern 
and scientific) medical service, are the 
very rich, or the poor.” This seemed to be 
accepted as a fact at the time, the reason 
being given that the rich were able to em- 
ploy the best service procurable, while the 
same type of service was rendered the 
poor by the identical men who bore great 
reputation for ability and connected with 
the various services in hospitals to which 
the very poor were allocated after a gen- 
eral physicial examination plus all the aid 
to be obtained by X-rays, laboratory and 
allied service. It is well known that once 
“the very poor” are installed in a modern 
hospital for treatment, no distinction or 
favoritism is shown by reason of their 
lack of finances—they get everything, re- 
gardless of cost, time and energy, the find- 
ings of the case seem to indicate it needs. 
Now, after recalling a few cases as ex- 
amples, we have begun to doubt but what 
the very poor actually get the best of the 
bloated rich. The latter suffer this dis- 
advantage — they employ whom they 
please, and often the selection is either 
poor or they come to a decision too late 
for any surgeon to have much chance to 
do them any good, regardless of ability. 
On the other hand the poor follow, more 
or less, inescapable routine, found by ex- 
perience to be the course of action best 
calculated to produce the best results. 

The writer reads, with regularity and 
persistency, the weekly known as Time. 
This is ably edited, it gets and keeps its 
news up to the last minute and, as a rule, 
makes few, if any medical “bulls.” It de- 
votes a section to the goings and happen- 
ings of the great and rich, the people in 
the public eye, whatever their field of ac- 
tivity. That means from Al Capone and 
his leading henchmen to Mr. Hoover, Mr. 
Roosevelt, or King George. 

I have been struck, during the last few 
years, to note the number of highly suc- 
cessful men who have died either immedi- 
ately after or soon following some surg- 
ical operation, appendicitis naturally lead- 
ing the list, merely because it is the com- 
monest of all surgical conditions of the ab- 
domen. After this the conditions vary in- 
to various diseases, gall-bladder diseases, 
perforations, these followed by a list of 


freakish possibilities. The point is—these 
men seem to be dying from rather simple 
conditions and at too early an age in life. 
Of course it must not be forgotten—every 
observant physician has noted it—the fact 
that often this class of patients are obdur- 
ate and most difficult to handle. They 
have made huge successes of their own 
chosen specialties, therefore they - are 
somewhat spoiled. Why should they not 
be allowed to ponder from a day to many 
over the most potent and practical advice 
given them by highly skillful (in their 
line) of physicians and surgeons. The re- 
sult is that too often the surgeon receives 
for operation, a man already practically 
dead—we must not forget that success 
has given these men an idea that their 
decisions are worthwhile in all affairs— 
we cannot forget the great as well as 
laughable fiasco brought about by Henry 
Ford, who leased the good ship King Oscar 
Il and with an associated lot of ill fitted 
cronies badly crossed the ocean to end the 
war and “get the boys out of the trenches 
and home by Christmas.”, Well! Why not? 
He had made more automobiles than any 
other man—his success, financially, had 
been tremendous—why shouldn’t he end a 
war? Well, he soon learned to the con- 
trary. It is said he never even got a 
glimpse of a single member of the Austro- 
German High Command, so, the King Os- 
car came back with its incredible list of 
busy-bodies. But reverting to the list of 
well-knowns who succumbed to, what at 
first was a very simple surgical condition, 
Valentino, Tex Rickard, Ritchie (of To- 
ronto, who died on the table from this, at 
first, simple thing, appendicitis), who was 
able to control rubber-set brushes, tough- 
foot fly paper, Glover’s mange cure, salt- 
water taffy, Eno’s fruit salt, Scott’s Emul- 
sion, etc., (his 1931 earnings were $944,- 
000) yet he died on an operating table 
from a condition we consider simplicity it- 
self. We hardly doubt that had he been an 
object of charity a few hours after his 
first nausea and abdominal cramps, his 
appendix would have been out, and today 
he would be sitting up, and from an easy 
rocker, dictating to a corps of secretaries, 
the multitudinous skeins and ramifications 
of a complicated business. 


No, we conclude that often the great 
and rich are decidedly worse off than the 
ditch-digger or ordinary laborer, unable 
to pay even a week’s hospital bill. Per- 
sonally we know some very rich men in 
Oklahoma who are very poorly supplied 
with medical services—some of them are 
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advised by osteopaths, chiropractors, etc., 
—none of whom appreciate the decisive 
role played by time, in the face of certain 
conditions. Every issue of Time as 
a rule, is a replica of its predecessor in 
recording useless tragedy among those 
best able, financially, to avoid such use- 
less end. Apparently the very poor have 
the best of it. There is only one exception, 
and that is in the case of the poor, de- 
pending upon an equally poor (mentally) 
medical advisor, who is unable to make up 
his mind that “this is a surgical case,” an 
acute one, demanding immediate and 
proper care from a man able to remove 
the danger, usually in a few minutes. 


“) 


PREOPERATIVE AND POSTOPER- 
ATIVE PROTECTION BY USE 
OF INTRAVENOUS 
METHODS 








All good surgeons thoroughly realize 
the great value of pre and postoperative 
intravenous measures to tide over, what 
might otherwise be a very serious, if not 
fatal case, if the case is not properly pro- 
tected by some of the various intravenous 
methods used to tide over the patient in 
the face of a grave crisis. We say “some” 
(measures) with certain and rather posi- 
tive reservations. Personally we think the 
best and at the same time the safest, 
therefore the one to be used, is the direct 
transfusion of whole blood by the direct 
method. Formerly, when citrated blood 
was much in vogue, and it is still given 
preference over all other methods by many 
operators, we personally saw many reac- 
tions, of more or less severity. But, since 
taking up the use of direct transfusion 
(the Unger method), reactions of any de- 
gree have been rarely noted, in fact so 
rarely noted that we have begun to think 
that all other methods must be placed in 
a lower category. Leaving out of con- 
sideration the probable fact that many re- 
actions observed in the use of citrated 
blood, many have been, and probably were 
due to defects and faults in preparation, 
there still remains the fact that the direct 
method stands at the head as to freedom 
from reactions. However, none of the 
methods or preparations used may be said 
to be entirely free from reaction, even the 
best controlled and prepared direct oper- 
ation. 


The use of calcium orally or intraven- 
ously as a preparatory measure has not 
been noted as producing the protection de- 


sired, and the same applies to the various 
thromboplastic preparations. Aside from 
the use of normal saline solution (and this 
has always been a procedure, but some- 
times used during the course of the oper- 
ation itself) we have had no experience 
with Ringer’s solution or preparations of 
acacia. Glucose as a postoperative pre- 
paration is not only worthwhile as a meas- 
ure against the bleeding tendency, but is 
probably the best of all intravenous pre- 
parations for use postoperatively, where 
the case cannot have administered to it 
other forms of food or temporary sustain- 
ing measures, 


All in all, weighing the cases observed 
in actual practice, however, we believe 
that of all them direct transfusion of 
whole blood heads the list and is freer 
from unpleasant possibilities. 


4) 


VACATION PERILS 
Annually, for many years, the Journal 
has undertaken to stress some of the many 
perils incident to warm weather and its 
concomitant activities—vacation trips of 
various kinds. In Oklahoma the common- 
est is the week-end-cook-your-own type, 
lasting, as a rule, not more than two or 
three days. The vacationer blithely goes 
his way, his car loaded down with sleeping 
gear, fine or crude cooking necessities. It 
goes without saying that not a few of them 
overlook at least three vital protective 
measures, without which great risk is run. 
These are: 








(a) Ordinary mosquito netting, which 
if used, almost positively prevents ma- 
larial infection, usually not a fatal disease, 
but often accompanied by weeks of weak- 
ness, anemia of various degree and at in- 
tervals absolute helplessness and confine- 
ment to bed. 

(b) Antityphoid vaccination—This is 
practically 100% protective against ty- 
phoid and probably equally preventive as 
to allied colon bacillus infections. 

(c) Water supplies—despite the above 
named preventives as typhoid and colon 
bacillus infections, one should carry or be 
prepared to so treat all fluids, milk or 
water, in order to positively sterilize them. 
The simplest as well as safest means as 
to water, is attained by boiling, after 
which the water may be cooled by icing. 
The source of milk should be known with- 
out question, otherwise it should not be 
used. The several brands of canned cream 
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or milk, found in all grocery stores may be 
relied upon, however, to some people they 
do not taste so well. 


(d) Every party should have a simple 
first aid kit. This may be very simple and 
inexpensive ; some cotton, gauze, bandage, 
iodine, mercurochrome. Probably as need- 
ful and effective compound for simple 
irritative eye conditions—glare, heat, dust 
and sand, are always present, can be made 
up of any strength of boric acid with boil- 
ed water. An ointment, composed of 
phenol and zinc oxide ointment will be 
found effective against the many insect 
pests surely to be encountered. 


Finally: Do not neglect to carry along a 
fairly well balanced diet. It should not be 
forgotten that apples and citrus fruits are 
just as necessary in the woods as in the 
city. The trouble with most of the vaca- 
tioners is their persistent use of fried 
bacon and eggs, coffee and stale bread, 
necessary for hard work, it is true, but 
they should be rounded out by some vege- 
tables and the fruits above noted. A little 
timely attention to these simple details 
may prevent much misery, loss of time and 
income. 
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Editorial Notes — Personal and General 











DR. CATHERINE BRYDIA, Ada, is reported 
ill at her home. 





DR. WILLIAM MORELAND, Idabel, is report- 
ed ill at his home. 





DR. C. S. BRANSON, Coyle, who has been iil, 
is reported recovered from an operation for ap- 
pendicitis. 





DR. M. M. TURLINGTON, Seminole, is report- 
ed ill at his home, having undergone an operation 
for appendicitis. 





DR. A. H. STEWART, Lawton, who has been 
suffering from a partial stroke of paralysis, is 
reported improved. 





DR. PAT FITE, Muskogee, attended the South- 
ern Society of Clinical Surgeons meeting in Bos- 
ton, April 4th and 5th. 





TULSA COUNTY MEDICAL SOCIETY held 
their annual spring golf tournament, April 20, at 
the Indian Hills Country Club. 





DR. THOMAS M. BERRY, has been appointed 
Superintendent of the Western Oklahoma Hos- 
_ at Supply, taking the late Dr. Dow Taylor’s 
place. 


DR. GEO. H. KIMBALL, Oklahoma City, an- 
nounces the opening of offices at 1302 Ramsey 
Tower. He will specialize in traumatic and plas- 
tic surgery. 





DR. AND MRS. A. RAY WILEY, Tulsa, spent 
a week visiting in Mexico City, attending the Pan 
American Medical Congress, held in Dallas, Tex- 
as, in March. 





THE WOMAN’S AUXILIARY of the American 
Medical Association will hold their Eleventh An- 
nual Session at the Hotel Pfister, Milwaukee, 
June 12-16, 1933. 





DRS. W. J. WALLACE and A. M. YOUNG, 
Oklahoma City, announce the opening of offices 
at 512-513 Medical Arts Building. They will 
specialize in urology. 





DR. P. P. NESBITT, Tulsa, is suffering from 
a severe injury to his left eye, received when a 
golf ball hit a tree and rebounded and struck 
him in the eye. He was wearing glasses and the 
particles of glass injured the eye ball. 





DR. LeROY DOWNING LONG, of The LeRoy 
Long Clinic, Oklahoma City, was elected Presi- 
dent of the Southern Society of Clinical Surgeons 
at the annual meeting of the group in Boston, 
Massachusetts, during the month of April. 





MUSKOGEE COUNTY MEDICAL SOCIETY 
presented the following program at their meeting 
April 24th: 

“Skin Grafting” — John F. Burton, Oklahoma 
City. 

“Lantern Slide Demonstration of Common Der- 
matoses”—C. P. Bondurant, Oklahoma City . 

“Am I My Brother’s Keeper”—W. A. Tolleson, 
Eufaula. 

“Traumatic Abdomen”—I. B. Oldham, Musko- 
gee. 





A CANCER CLINIC was held in Alva, March 
28th, sponsored by the Woods-Altalfa County 
Medical Society. Dr. E. S. Lain, Oklahoma City, 
was the principal speaker. The following pro- 
gram was presented: 

“The Doctor and the Cancer Patient”’—I. F. 
Stephenson, Alva. 

“Prevention of Cancer”’—A. E. Hale, Alva. 

“Cancer of the Breast”—D. B. Ensor, Hopeton. 

“The Progress of the Knowledge in the Study 
of Cancer”’—E. S. Lane, Oklahoma City. 





MUSKOGEE COUNTY MEDICAL SOCIETY 
met April 10th and the following program was 
presented: 

“Ano-Rectal Fistulae,’—R. L. Murdock, Okla- 
homa City. 

“Diseases of the Liver and Biliary System from 
the Medical Standpoint with Special Reference to 
Present Day Diagnostic Procedures”—N. P. Eley, 
Oklahoma City. 

“Head Pains Due to Eye Strain”—Forrest S. 
King, Muskogee. 

“Pertinent Points on Muskogee County Medical 
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Society in Its Relationship to Its Memership and 
Organized Medicine”’—C. E. White, Muskogee. 





GARFIELD COUNTY MEDICAL SOCIETY 
held their monthly meeting March 27th, at Enid. 
A banquet preceded the program, which was as 
follows, and was sponsored by the American So- 
ciety for Control of Cancer, arranged and direct- 
ed by Dr. E. S. Lane, State Secretary of the So- 
ciety: 

“Prevention of Cancer,’”—W. P. Neilson, Enid. 

“Doctor and the Cancer Patient’”—S. N. May- 
berry, Enid. 


“Cancer of the Breast”—F. A. Hudson, Enid. 

“Transillumination of the Breast’—Bruce Hin- 
son, Enid. 

Demonstrations, lantern slides and _ picture 
films were also shown. 





a 





DOCTOR GEORGE W. HINCHEE 








Dr. G. W. Hinchee, Oklahoma City, 73 
year old physician, died March 11th. 

Dr. Hinchee has been retired since 1917, 
when he came to Oklahoma City from Enid. 
He was born in 1859 and graduated from 
Baltimore Medical College, in 1894. 

He is survived by his wife, three daugh- 
ters and two sons. 


Burial was in Memorial Park cemetery. 








DOCTOR CLIFTON A. HOWELL 

Dr. C. A. Howell, Oklahoma City, 58 year 
old pioneer Oklahoma physician, died at his 
home March 17th, after a few months ill- 
ness. 

Dr. Howell was born at Troy, Missouri, 
in 1874. He attended the Oklahoma Uni- 
versity for five years, and in 1911 was 
graduated from the school of medicine at 
‘Tulane University, New Orleans, Louisiana. 

He is survived by his wife and one son. 


Burial was in Memorial Park cemetery. 








DOCTOR DOW TAYLOR 





Dr. Dow Taylor, 59 year old pioneer phy- 
sician of Supply, Superintendent of the 
Western Oklahoma Hospital, died March 8, 
having suffered a stroke of apoplexy. 

Dr. Taylor was born at Keller, Texas, 
May 16, 1874. He was graduated from the 
Memphis Hospital Medical School, Memphis, 
Tennessee in 1900. 

Dr. Taylor is survived by his widow, a 
daughter and two sons. 

Burial was at Ardmore, Oklahoma. 














DOCTOR HUGH P. MARKHAM 
Dr. H. P. Markham, pioneer physician of 
Pauls Valley, died March 7th of chronic 
nephritis. 


Dr. Markham was born at Farmersville, 
Texas, August 7, 1867. He graduated from 
the Kentucky School of Medicine, Louisville, 
Kentucky, in 1887. 

He was a member of the Garvin County 
Medical Society and State Medical Associ- 
ation at the time of his death. 








GEORGE F. WOODRING 





Whereas, the Great Physician, Almighty 
God, in His infinite wisdom has called from 
our midst our friend and fellow worker Dr. 
George F. Woodring, and 


Whereas, in the passing of Dr. Woodring 
his loss is keenly felt bv us, his associates 
of many years in the medical profession as 
well as by his legion of friends throughout 
the countryside. 

Be It Further Resolved, that in the pas- 
sing of Dr. Woodring our hearts are made 
sad by the loss of our well-beloved friend 
and fellow physician and that our sympathy 
goes out to his grief-stricken family in this 
their hour of trouble. 

Be It Further Resolved, that in the death 
of our friend the profession which he 
honored has lost one of its most earnest 
and sincere workers and the community one 
of its oldest and most useful and valuable 
citizens. 

And Be It Further Resolved, that a copy 
of these resolutions be spread upon the 
minutes of our Society, a opy sent to the 
State Medical Journal and one sent to the 
family. 

Committee: 
H. C. WEBER, 
O. S. SOMERVILLE, 


Washington County Medical Society 
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SOME UNTOWARD EFFECTS OF ACETYL- 
SALICYLIC ACID 





According to R. W. Lamson and Roy Thomas, 
Los Angeles (Journal A. M. A., July 9, 1932), 
drug idiosyncrasies in allergic patients are not 
infrequent. An abnormal response to acetylsali- 
cylic acid is probably more common than to any 
other drug. Nostrums containing this compound 
are not “harmless” from the standpoint of the 
allergic individual, The authors report four cases 
in an effort to substantiate that point of view. 
One patient died within a short time after taking 
a small dose of this nostrum, 





PROGRAM 


FORTY-FIRST ANNUAL SESSION, OKLAHOMA STATE MEDICAL 
ASSOCIATION, OKLAHOMA CITY, OKLAHOMA 


MAY 1s, 


(This program subject to changes up to the last 
moment: these, if made, will appear on the hand 
program issued at the meeting). 


Meeting Place—All meetings will be 
held in the Skirvin Hotel. Telephones, 
local (Oklahoma City) 2-1251; L. D. 122. 

Registration—Top Floor Skirvin Hotel. 
Please see that you are in good standing 
for 1933, before you attempt to register. 

Council—Will meet Monday, May 15, 
3:00 P. M., for the transaction of busi- 
ness affairs. After that on call of the 
body. 

House of Delegates—Will meet Monday, 
May 15, 7:30 P. M., thirteenth floor, 
Venetian Room, and thereafter subject to 
call of the body. 

House of Delegates will also meet on 
Mezzanine floor, Tuesday, May 16, 8:00 
A. M., the first order of business being 
the election of officers. 


Delegates—Should present their creden- 
dentials to the Credentials Committee, 
Mezzanine floor, prior to these meetings. 


Credentials Committee — Drs. W. A. 
Howard, Chelsea, and C, M. Pounders, Ok- 
lahoma City. 

Oklahoma Pediatric Society—Will meet 
Monday, May 15th. 

Guests of Honor—Dr. George W. Crile, 
Cleveland, Ohio; Dr. Seale Harris, Birm- 
ingham, Alabama. 

Medical Reserve Corps Dinner—Tues- 
day, May 16th, 6:00 P. M. Reservations 
made through Dr. Rex Bolend, Medical 
Arts Building. 

Registration and Exhibits — Registra- 
tion will be held in the Rose room, south- 
east corner, thirteenth floor. 


Commercial and Scientific Exhibits will 
‘be placed in the same room and hallway 
approaching. 

Discussion of Papers—Every physician 
proposing to open the discussion of any 
paper should attempt to secure a copy of 
same for his information before the meet- 
ing. 


16, 17, 19 33 


Telephone Service — Those expecting 
telephone calls should place their probable 
location at the telephone office on the 
ground floor. 
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GOLF 





MONDAY, MAY 15TH 


Annual Tournament, Oklahoma City 
Golf and Country Club (Nichols Hills), 
starting at 9:00 A. M. Transportation 
from Skirvin Hotel wiil be provided. All 
green fees paid. 


TUESDAY, MAY 16TH 


All members of the State Medical As- 
sociation may play at any of the following 
courses, green fees paid by person play- 
ing: 

Oklahoma City Golf and Country Club 
(Nichols Hills). 

Lakeside Country Club. 

Twin Hills Golf Club. 

Lincoln Park Golf Course. 

Edgemere Golf Course. 


Committee: Drs. Wendell Long and Leo 
Cailey. 

Prizes donated by the following firms 
of Oklahoma City: 


American Optical Company. 

Auto Hotel. 

Barth’s Clothing Company. 

Caviness Surgical Company. 

Chig Men’s Apparel. 
Harbour-Longmire Furniture Company. 
Ingram Drug Company. 

Kerr Dry Goods Company. 

Manly Office Supply Company. 
McEldowney & Son Hardware Co. 
Newbills Men’s Furnishers. 

Riggs Optical Company. 

Roach Drug Company. 
Rorabaugh-Brown Dry Goods Co. 
Schiff-Mayer Office Supply Company. 
Sturm’s Clothing Company. 

Tower Drug Companv. 

Western Bank and Office Supply Co. 
Wick, the Druggist. 
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SECTIONS 





All Sections will meet at 1:30 P. M., 
Tuesday, May 16th, and at the same hour 
on Wednesday, May 17th. 

Meeting places will be as follows: 

Surgery—Venetian Room—on the roof. 

Medicine — Crystal Room — Mezzanine 
floor. 

Obstetrics and Pediatrics —Empire 
Room—Mezzanine floor. 

Eye, Ear, Nose and Throat — Wilson 
Room—Mezzanine floor. 

Urology and Dermatology—Parlor G— 
Mezzanine floor. 





t) 
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GENERAL SCIENTIFIC SECTIONS 











Will be held in the Venetian Room, thir- 
teenth floor, beginning at 8:00 A. M. 
TUESDAY, MAY 16TH 
(Morning) 

8:00 Moving Pictures. 

9:00 The Dietary Management of Peptic 
Uleer — SEALE HARRIS, Birming- 
ham, Alabama. 

10:00 Progress in Dermatology — JAMES 
STEVENSON, Tulsa. 


11:00 Indications for and End-Results of 
Denervation of the Adrenal Glands 
—GEO. W. CRILE, Cleveland, Ohio. 

WEDNESDAY, MAY 17TH 
(Morning) 

8:00 Moving Pictures. 

9:00 Mental Diseases — A_ Neglected 
Phase of Medical Practice—NeEp R. 
SMITH, Tulsa. 

10:00 Hyperinsulinism — SEALE HARRIS 
Birmingham, Alabama. 

11:00 Relationship of the Urologist to the 
General Practitioner SHADE D. 
NEELY, Muskogee. 

11:30 Some Common Urological Prob- 


lems — C. B. TAYLOR, Oklahoma 
City. 


—— 
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GENERAL MEETING 





TUESDAY, MAY 16TH 
(Evening) 


Empire Room—Mezzanine Floor. Open 
to general public. 


8:00 Invocation—REv. EUGENE ANTRIM, 
President Oklahoma City Univer- 
sity. 

Introduction of Guests—HENRY H. 
TURNER, General Chairman. 
Address of Welcome—LERoy LONG, 
Oklahoma City. 

Response—R. M. ANDERSON, Shaw- 
nee, Retiring President. 
President's Address—T. H. MCCAR- 
LEY, President, McAlester. 

9:30 President's Reception and Dance, 

Venetian Room, Skirvin Hotel. 
—o 
WOMAN'S AUXILIARY 
Register on the Mezzanine floor, Skir- 
vin Hotel. 








MONDAY, MAY 15TH 
(Morning) 

10:00 Meeting of the State Executive 
Board. 

(Afternoon) 

2:00 Motorcade over city; followed by 
informal teas (courtesy members 
of the local Executive Board). 

TUESDAY, MAY 16TH 
(Morning) 

10:00 Annual Meeting of the Woman's 

Auxiliary, Skirvin Hotel. 
(Afternoon) 

1:00 Annual County Luncheon; followed 
by bridge at the Oklahoma City 
Golf and Country Club. 

(Evening) 

8:00 President’s Inauguration; followed 

by dancing. 


4) 





SECTION ON GENERAL SURGERY 





Venetian Room—on the Roof. 
MAy 16-17, 1933 
Chairman, F. L. CARSON, Shawnee. 
Vice-Chairman, R. L. MurbDocH, Okla- 
homa City. 
Secretary, L. C. VANCE, Ponca City. 

Chairman's Address — F. L. CARSON, 
Shawnee. 

Influence of Endocrines on Menstruation 
—KENNETH J. WILSON, Oklahoma City. 
(Discussion opened by WENDELL LONG, 
Oklahoma City). 
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Twelve Years Use of Radium in Gyne- 
cological Conditions—PAT FITE, Musko- 
gee. (Discussion opened by J. E. 
HUGHES, Shawnee). 


Injuries of the Nerves and Tendons of the 
Hand — SUMNER L. KOocH, Chicago. 
(Discussion opened by FRED GLASS, 
Tulsa). 


The Injured Hand — CuRT VON WEDEL, 
Oklahoma City. (Discussion opened by 
FRED GLASS, Tulsa). 


Anatomy and Surgery of the Hand—C, R. 
SALSBURY, Oklahoma City. (Discussion 
opened by FRED GLASS, Tulsa). 


Chronic Subdural Hematoma — HARRY 
WILKINS, Oklahoma City. (Discussion 
opened by FRED CRONK, Tulsa). 


Problems of Acute Appendicitis—HORACE 
REED, Oklahoma City. (Discussion open- 
ed by G. N. BILBY, Oklahoma City). 


Varicose Ulcers and Their Treatment— 
HoRTON E. HUGHES, Shawnee. (lIllus- 
trated with moving pictures). (Discus- 
sion opened by JOHN W. RILEY, Okla- 
homa City). 

Surgical Treatment of Carcinoma of the 
Rectum—-LEROY DOWNING LONG, Okla- 
homa City. (Discussion opened by R. L. 
Murpock, Oklahoma City). 


Biological Effects of Radiant Light—L. 


A. TURLEY, Norman. (Discussion open- 
ed by E. S. LAIN, Oklahoma City). 


Carcinoma of the Cervix —J. F. KUHN, 
Oklahoma City. (Discussion opened by 
GRIDER PENICK, Oklahoma City). 


Blood Transfusion—F. A. HUDSON, Enid. 
(Discussion opened by EUGENE RICE, 
Shawnee). 

Suspensions of the Uterus — DWIGHT B. 
SHAW, Seminole. (Discussion opened by 
CLAUDE CHAMBERS, Seminole). 


Ectopic Pregnancy and It’s Treatment— 
R. B. Gipson, Ponca City. (Discussion 
opened by Dick LOWERY, Oklahoma 
City). 

A Better Surgical Diagnosis—ALEXANDER 
B. LEEDS, Chickasha. (Discussion open- 
ed by McLAIN ROGERS, Clinton). 

Cases of Phytobezoar Occurring in and 
Around Tulsa, Oklahoma—H. D. Mur- 
DOCK, Tulsa. (Discussion opened by LE- 
Roy LONG, Oklahoma City). 

Subphrenic Abscess Following Appendi- 
ceal Abscess — BENJAMIN W. WARD, 
Tulsa. (Discussion opened by JOHN F. 
PARKS, McAlester). 


SECTION ON UROLOGY, SYPHILOL- 
OGY AND DERMATOLOGY 





Parlor G—Mezzanine Floor 
Chairman, JAMES STEVENSON, Tulsa. 
Vice-Chairman, C. P. BONDURANT, Okla- 

homa City. 
Secretary, SHADE D. NEELY, Muskogee. 


TUESDAY, MAY 16TH 
(1:30 P. M.) 


Chairman's Address—JAMES STEVENSON, 
Tulsa. 

Incidence of Syphilis — J. F. CAMPBELL, 
Muskogee. 

Moles—D. G. DUNCAN, Oklahoma City. 

A New Method of Protein Fever Therapy 
for Resistant Syphilis—M. O. NELSON, 
Tulsa. 

The Prognosis of Syphilis—C. P. BON- 
DURANT, Oklahoma City. 


WEDNESDAY, MAY 17TH 
1:30 P. M.) 


Foreign Protein Therapy in Urology—A. 
R. Suaes, Ada. 

Transurethral Removal of the Prostate 
with the Resectotome and the Improved 
Cautery Punch—W. J. WALLACE, Okla- 
homa City. 

A Treatment of Chrontc Gonorrhea 
WILDMAN, Oklahoma City. 

Renal Pathology Seen in Toxemias of 
Pregnancy — BASIL HAYES, Oklahoma 
City. 

Anomalies of the Ureter 
Muskogee. 





S. F. 


E. H. FITe, 





¢). 


SECTION ON OBSTETRICS AND 
PEDIATRICS 








Empire Room—Mezzanine Floor 
May 16-17, 1933 
Chairman, GEORGE R. OSBORN, Tulsa. 
Vice-Chairman, C. V. RICE, Muskogee. 
Secretary, CARROLL M. POUNDERS. Okla- 
homa City. 
Chairman’s Address— 
Obstetrical Problems 
BORN, Tulsa. 


Prenatal Care—W. A. DEAN, Tulsa. (Dis- 
cussion, R. C. Lowry, Oklahoma City). 


GEORGE R. Os- 
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Obstetrical Hemorrhage — E. P. ALLEN, 
Oklahoma City. (Discussion — C. E. 
WHITE, Muskogee). 

The Use of Forceps—WALTER W. WELLS, 
Oklahoma City. (Discussion—J. B, Esk- 
RIDGE, JR. Oklahoma City). 

Spinal Anaesthesia, Report of Three Hun- 
dred Abdominal Cases — P. N. CHAR- 
BONNETT, Tulsa. (Discussion—D. L. 
GARRETT, Tulsa). 

Obstetrical Reminiscences, or, The Pro- 
gress of Obstetrics in Oklahoma— J. A. 
HATCHETT, Oklahoma City. 

Presentation of a Case of Hemorrhagic 
Disease of the Newborn with Unusual 
Symptomatology — C. J. ALEXANDER, 
Clinton. (Discussion — GEO, GARRISON, 
Oklahoma City). 

The Prevention of Goiter—R. M. HOWARD, 
and FORREST M. LINGENFELTER, Okla- 
homa City. (Discussion—LeRoy LONG, 
Oklahoma City). 

Hemorrhagic Disease of the New-born— 
WALLIs S. Ivy, Duncan. (Discussion— 
C. E. BRADLEY, Tulsa). 

Anemia in Infancy and Early Childhood— 
Cc. V. Rice, Muskogee. (Discussion 
—HUGH GRAHAM, Tulsa). 

The Present Status of Vitamins—DAvi J. 
UNDERWOOD, Tulsa. (Discussion—C. W. 
ARRENDELL, Ponca City). 

The Child That Doesn't Eat—A. L. SALO- 
MON, Oklahoma City. (Discussion - 
JULIAN FIELD, Enid). 


SCIENTIFIC EXHIBITS 





Rose Room—Skirvin Hotel 

Dr. HENRY TURNER—Ewhibit of Endo- 
crinopathies. 

BALYEAT HAY FEVER AND ASTHMA CLINIC 
—Allergic Diseases. 

Drs. WEST AND ROUNTREE—F racture Ex- 
hibit. 

LAIN AND ROLAND CLINIC — Electrogal- 
vanic Phenomena in the Oral Cavity 
Caused by Dissimilar Metallic Dentures. 

WESLEY HOSPITAL—Museum and Labora- 
tory Specimens. 

Dr. CURT VON WEDEL—Plastic Surgery. 

Dr. D. H. O'DONOGHUE — Demonstration 
of Orthopedic Appliances. 

McBRIDE CLINIC—Orthopedic Exhibit. 

UNIVERSITY OF OKLAHOMA SCHOOL OF 
MEDICINE—E xhibits. 


SECTICN ON GENERAL MEDICINE 


Chairman, R. C. PicrorD, Tulsa. 
Vice-Chairman, LELAND LAMB, Clinton. 
Secretary, E, RANKIN DENNY, Tulsa. 


TUESDAY, MAY 16 


— 


:30 Chairman's Address— 

The Problem of Thrombosis—R. C. 
PIGFORD, Tulsa. 

1:50 A Few Heart Studies — F. G. Dor- 
WART, Muskogee, (To open discus- 
sion). 

:10 Serum Treatment of Malta Fever, 
Report of Five Cases—B. L. BRAN- 
LEY, Tulsa. (To open discussion—D. 
O. SMITH, Tulsa). 

:30 Tularemia—PAUL HEMPHILL, Paw- 
huska. 


te 


tiv 


te 


:50 Infectious Mononucleosis —W. J. 
BRYAN, JR., Tulsa. (To open discus- 
sion L. J. MOORMAN, Oklahoma 
City). 

3:10 Digest of The Report of The Com- 

mittee On The Cost of Medical Care 

—J. T. MARTIN, Oklahoma City 

(To open discussion — C. J. Woop, 

Tulsa, A. L. BLESH, Oklahoma 

City). 

Why Mental Hygiene—J. J. GABLE 

and J. L. Day, Norman. (To open 

discussion — L. S. BLACHLY, Okla- 
homa City, F. M. ADAMS, Vinita). 

3:50 The Atropine Treatment of Posten- 

cephalitic Parkinsonian Syndrome— 

F. M. ADAMS and P. L. Hays, Vinita. 

(To open discussion—N. R. SMITH, 

Tulsa). 





_— 


3:36 








10 Pneumonia, Differential Typing and 
Treatment — ELBERT H. SHULLER, 
McAlester. (To open discussion—F. 

G. DORWART, Muskogee). 


WEDNESDAY, MAY 17TH 


— 


:30 The Physiology and Diagnosis of 
The Common Endocrinopathies—P. 
A. STALEY, Fairfax. (To open dis- 
cussion—HENRY H. TURNER, Okla- 
homa City). 
Symposium on Diabetes— 
1:50 The Diagnosis of Diabetes Mellitis, 
The Significance of Glycosuria — G. 
L. DRIVER, Ponca City. 
2:05 Diabetes In Children—LEA A. RIELY, 
Oklahoma City. 








2:20 Diabetes With Cardiovascular Dis- 
ease—HOMER RUPRECHT, Tulsa. 

2:35 The Management of Diabetes and 
Its Complications — SEALE HARRIS, 
Birmingham, Alabama. 

To open discussion on Symposium 
W. J. TRAINOR, Tulsa, and C. J. 
FISHMAN, Oklahoma City. 

3:30 Clinical Allergy—Factors Governing 
Diagnostic and Clinical Procedures 
—HERBERT J. RINKEL, Kansas City, 
Missouri. (To open discussion — E. 
RANKIN DENNY, Tulsa, and FANNIE 
Lou BRITTON, Oklahoma City). 

3:50 Important Physical and Biological 
Principles in Radiation Therapy— 
RALPH E. Myers, Oklahoma City. 
(To open discussion — M. B. LHE- 
VINE, Tulsa). 

4:10 Recent Advances In The Diagnosis 
and Treatment of Pernicious Ane- 
mia, Report of A Case—E. E. BAUM, 
Tulsa. (To open discussion—WANN 
LANGSTON, Oklahoma City). 

4:30 The Latest Refinements in The Vac- 
cine Treatment of Chronic Arthri- 
tis, Non Specific Type—E. S. GOLp- 
FAIN, Oklahoma City. (To open dis- 
cussion—EARL D. McBRIDE, Okla- 
homa City). 

Carcinoma of the Caecum — Report 
of a Case in a Child Four Years of 
Age—H. A. WALKER, Pawhuska. 
SECTION ON EYE, EAR, NOSE 
AND THROAT 

Chairman, CHARLES B. BARKER, Guthrie. 

Vice-Chairman, MARVIN D. HENLEY, Tul- 

sa. 

Secretary, WILLIAM L. BONHAM, Okla- 

homa City. 
TUESDAY, MAY 16TH 
(1:30 P. M.) 

Chairman's Address— 

Safety First Cataract Procedure — 
CHARLES B. BARKER, Guthrie. 











Symposium on “Headache”— 
Headache as Seen By the Internist—J. 
L. LEHEW, Guthrie. 
Neurological Headache—NED R. SMITH, 
Tulsa. 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 





Gynecological Headache—J. W. KELSO, 
Oklahoma City. 


Ophthalmological Headache — C, M. 
FULLENWIDER, Muskogee. 


Rhinological Headache—W. O. SMITH, 
Tulsa. 

Otological Headache — A. S. PIPER, 
Enid. 


Laryngeal Dyspnoea—A, L. GUTHRIE, Ok- 
homa City. (Discussion opened by J. C. 
MacDONALD, Oklahoma City). 

Recurrent Retinal Hemorrhage —J. J. 
CAVINESS, Oklahoma City. (Discussion 
opened by JOHN R. WALKER, Enid). 


Diagnosis and Treatment of Chronic 
Sinusitis—J. C. BRASWELL, Tulsa. (Dis- 
cussion opened by E. S. FERGUSON, Ok- 
lahoma City). 


WEDNESDAY, MAY 17TH 
Symposium on “Vertigo” — 


Ophthalmological Vertigo — JAMES R. 
REED, Oklahoma City. 

Otological Vertigo—T. G. WAILS, Okla- 
homa City. 

Vertigo as Seen By the Internist—M. F. 
JACOBS, Oklahoma City. 

Vertigo as Seen By the Neurological 
Surgeon HARRY WILKINS, Okla- 
homa City. 

Tuning Forks With Demonstration—WM. 
L. BONHAM, Oklahoma City. (Discus- 
sion opened by H. C. Topp, Oklahoma 
City). 

Protein Therapy in Eye Conditions— 
CuHAs. H, HARALSON, Tulsa. (Discussion 
opened by M. K. THOMPSON, Musko- 
gee). 

Attorney versus Physician — HON, A. J. 
FOLLENS (by invitation), Oklahoma 
City. 

Syphilis of The Eye—WALTER A, HUBER, 
Tulsa. (Discussion opened by L. M. 
WESTFALL, Oklahoma City). 

Eye Malingerers — JOSEPH W. SHELTON, 
Oklahoma City. (Discussion opened by 
OrTTo I. GREEN, Bartlesville). 


Epistaxis — H. S. BROWN, Ponca City. 
(Discussion opened by WM. C. MILLER, 
Guthrie). 





























COMMITTEE REPORTS 


These reports are made in compliance 
with provisions of the Constitution and 
By-Laws which call for publication of 
such matter in the issue of the Journal 
preceding the Annual Session. 


REPORT OF COMMITTEE ON MEDICAL EDU- 
CATION AND HOSPITALS 


Medical Education 


Fundamentally, undergraduate medical educa- 
tion may be divided into two parts: 


1. The teaching of what is known about medi- 
cine. 

2. Exploration of the unknown in quest of un- 
discovered truths. 


The emphasis placed upon the one part or the 
other ought to be determined by the purposes 
and facilities of the medical school. 


The purpose of the average medical school is 
to prepare students for the practice of medicine, 
because most of its graduates enter the practice 
of medicine. The corollary is that the average 
medical school should teach its students the 
known truths of medicine, and how to apply 
them, leaving as a purely incidental matter in- 
vestigation into the unknown. 

This does not mean that the medical student 
or the practitioner of medicine should not dis- 
cover anything. On the contrary, if he is famil- 
iar with the known truths of medicine, he will 
have an excellent foundation—we would say an 
indispensable foundation—for the incidental ex- 
ploration of the unknown. Some of the most im- 
portant original contributions to medicine have 
been made by those who were first trained for 
the practice of medicine. 


The selection of students is another matter of 
fundamental importance in medical education. 
Integrity, intelligence and industry should be 
definite requirements. There should be no sub- 
stitute for them. He who does not have these 
requirements may pass the examinations, but he 
will fail to represent medicine as it ought to be 
represented. He will bring no credit to his 
school; no good to the public; no strength to the 
profession. In no other field of education is it so 
necessary to utterly ignore “influence” in the 
selection of students. 


Medical education means education in medi- 
cine, There is but one medical profession. It is 
not circumscribed. It approves every means, 
agent or procedure, the value and _ safety of 
which has been scientifically proved. It con- 
demns every means, agent or procedure whose 
value and safety have not been proven, or whose 
alleged efficacy rests upon erroneous or false 
hypotheses. To this end, both under-graduate 
and post-graduate medical education should in- 
dicate the duty of having no professional rela- 
tions whatever with cults and charlatans. This 
is a question of immediate, supreme importance 
in this State, because a departure from the above 
well established and fundamental principles would 
jeojardize the medical school as a teaching insti- 
tution. For that reason any departure from the 
present status is earnestly opposed by Oklahoma 
State Medical Association. 
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Medical education begins as under-graduate 
education, but it only begins there. While this is a 
perfectly obvious statement, your committee be- 
lieves that it is worthwhile to call attention to it. 
Attention is called to it, first, for the reason that 
continuation of study after graduaion is neces- 
sary; and, second, for the particular reason that 
now the facilities for such study are easily avail- 
able. Books, periodicals, medical societies—all 
are easily available. In addition, in this State 
there are extension courses which creditably take 
the place of post-graduate courses in distant 
cities at the expense of time and money. But 
medical education does not stop even there. The 
physician who complies with the requirements of 
his profession will eschew commercialism and 
deal openly and honestly with his patients and 
with his fellow physicians. And, added to this, 
he will take a deep and sympathetic interest in 
those who depend upon him under circumstances 
where they must have not only scientific service 
but moral and spiritual support. 


Hospitals 


In the evolution of medicine the hospital has 
become more and more essential. The type of 
service it renders, its professional character and 
its worth to patients and public depend upon the 
integrity, character, ability and helpfulness of 
the physicians who work in it. There should, 
therefore, be mutual and constructive cooper- 
ation between the staff and the hospital. 


Hospital standardization has the support of 
every responsible and influential medical organi- 
zation in this country. Standardization is simple, 
reasonable, and within the reach of any hospital, 
regardless of size. In a few words it means that 
the hospital should have equipment and facilities 
for the comfort and adequate care of the patient, 
and that it will not permit physicians who work 
in it to split fees. Your committee calls atten- 
tion to the importance of this matter in its rela- 
tion to ethics and to the welfare of the patient. 

Taking into consideration the significant fact 
that the majority of hospital patients are persons 
of moderate or very limited means it would seem 
that, while hospital buildings should be substan- 
tial and safe, the effort ought always to be to 
make the plant as simple as possible. The same 
thing holds in connection with equipment, Deluxe 
buildings and sumptuous furnishings and unne- 
cessary equipment make a tremendous over-head 
load for both the hospital and the patient. 


In this State there is no adequate provision for 
the uniform care of indigent and irresponsible 
patients in communities in which they live or 
where they happen to be when they need hospital 
service. As a result, especially in emergencies, 
they are admitted bv the hospitals which too of- 
ten take care of them without any remuneration 
whatever. It is believed that this situation could 
be largely remedied by a state law like that of 
Pennsylvania through which qualified and accept- 
able hospitals in various parts of the state would 
receive assistance from a state fund for this par- 
ticular purpose. 

Finally your committee wishes to revert to the 
subject of medical education for the purpose of 
calling attention to the importance of adequate 
training of physicians in surgery before they are 
permitted to practice surgery. 

As the matter now stands, the graduates of 
many schools are given diplomas conferring upon 
them the authority to practice surgery without 
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any training after leaving the class rooms and 
student clinies, and they have been eligible for 
examination and licensure in most of the states. 
Now some of the states require a fifth, er intern 
year, which is usually a rotating internship with 
but little time given to surgery. 

The practice of surgery is often acutely exact- 
ing. It often requires instant decision and dex- 
terity. It requires poise and balance that can be 
acquired only by actual work in surgery. Any 
physician knows that he would not want a phy- 
sician untrained in surgery to operate upon him, 
and he knows why he would not want him. It is 
an important question that must be discussed and 
fixed. The progress of medical education and the 
efficiency of hospital service demand it. To that 
end your committee believes that it is the duty 
of Oklahoma State Medical Association to lend 
its support to a revision of medical education so 
that a diploma in surgery will be withheld until 
after adequate training in surgery. 

LeROY LONG, Chairman, 
A. L. BLESH, 
J. M. BYRUM. 


—o 


REPORT OF COMMITTEE ON ECONOMICS 








Your Committee on Economics submits the fol- 
lowing report: 

The Committee found many things which it 
deemed important to the medical profession. One 
of the most important is the report of the Na- 
tional Committee on the “Cost of Medical Care.” 
As most of you already know there is a majority 
report and a minority report. Too much time 
and space would be consumed in the report to 
make a detailed discussion of the National Com- 
mittees’ report, but suffice to say that vour Com- 
mittee does not agree to the majority report as a 
whole and we feel that we must condemn the 
recommendation of the majority report as un- 
sound, unnecessary and detrimental in every way 
to the profession and not the best course for the 
patient. 

There is an increasing amount of medical care 
being paid for by the taxpayer. Your Committee 
feels that this condition fluctuates with general 
economic conditions; that it is neither the desire 
of the medical profession nor the taxpayer to in- 
crease “public medical care.” Therefore, this 
committee desires to emphasize the fact that 
the medical profession should not accept this 
condition as permanent, or that it will continue to 
increase indefinitely, but as general economic 
conditions improve “public medicine” should de- 
crease. It will decrease if the profession does 
not become panicy and plunge headlong into state 
medicine. The obligation and responsibility to 
prevent this is with the profession and it is up 
to us to save ourselves. This is a serious prob- 
lem for the legislative committee. 

A general survey is being made by the Ameri- 
can Medical Association of the various medical 
insurance groups for medical care over the United 
States. It is too soon to fully estimate the worth 
of these organizations to the public or the medi- 
cal profession. It does seem however that any 
organization to subsidize the business of the pro- 
fession into lay hands is to be condemned from 
the start. Even if the organization is owned 
completely by doctors such practice is generally 
looked upon as unfair competition. This com- 
mittee believes that the most practical method of 
practice in Oklahoma is a well formed clinic 


group charging for each service, but not on a 
monthly or yearly premium basis. This is the 
most economical to the doctor and in turn a sav- 
ing to the patient. While in some localities this 
system does not work so well, but in general we 
think it is the best for our state. 

Last year this committee considered a program 
of education on “medical economics” by the Ex- 
tension Department of the University of Okla- 
homa. While this program is temporarily held 
in abeyance, we hope to complete this at a more 
propitious future. 

A. RAY WILEY, Chairman, 
W. H. BAILEY, 
J. HUTCHINGS WHITE. 





REPORT OF CRIPPLED CHILDREN’S 
COMMITTEE 

In its annual report this year, the Crippled 
Children’s Committee feels that it is necessary 
to bring to the attention of the profession a re- 
view of the effort on the part of the State of 
Oklahoma to care for crippled children. It is 
recommended by the committee that the facts be 
studied, by the profession, from the standpoint 
of whether or not the state is accomplishing its 
purpose and whether or not these activities are 
promoting State Medicine to the extent that 
recommendation should be made for future pro- 
gress. 

In 1920 attention was first given to the care 
of crippled children by civic organizations. In 
1923 Senate Bill No. 311 was passed, which pro- 
vided that the counties should send crippled 
children to the State University Hospital. A 
definitely organized Crippled Children’s Society 
was chartered on September 24, 1925. In 1926 
House Bill No. 170 replaced the former law and 
provided a tenth mill levy ad valorem tax to be 
used in each county specifically for care of 
crippled children under twenty-one years of age. 
The deficiency was to be made up by appropri- 
ation of the Legislature. A Crippled Children’s 
Hospital was built by the State at an expense of 
approximately $450,000.00 and this together 
with private donations makes an investment of 
approximately one-half million dollars. 

The law provides that other hospitals approved 
by the American College of Surgeons may be ap- 
pointed to receive and treat cases committed un- 
der the Act. A board composed of members of 
the Faculty of the Medical School of Oklahoma 
University makes appointments of surgeons and 
hospitals. The law stipulates that to qualify, an 
orthopedic surgeon or plastic surgeon must de- 
vote 60% of his time to his specialty. 

The Crippled Children’s Society holds clinics 
throughout the State and examines children who 
are prospective patients for the hospital. Two 
hundred nineteen clinics have been held and 7,877 
children have been examined. The total number 
of cases on record in the office of the Secretary 
of the Crippled Children’s Society, is 10,265; tota), 
cases hospitalized is 6,781. 

It is estimated that annual receipts from the 
counties for the care of children are $80,000.00, 
and the annual appropriation in addition has been 
about $170,000.00, making a total of $250,000.00 
spent annually in the care of children committed 
under the Act, 

In 1932, 2,744 children were committed—699 of 
these were orthopedic cases; 752 were medical 
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cases; 464 were nose, throat and eye cases; 582 
were plastic, general surgery and hernia cases; 
and 247 were miscellaneous. 

The Oklahoma Law does not define “crippled 
child.” It is observed from the statistics quoted 
above that the orthopedic cases are in the minor- 
ity. 

One of the most recent laws enacted for the 
care of crippled children is in Kansas, in which 
the crippled child has been defined as one with a 
hair lip, cleft palate, congenital cataract, ortho- 
pedic condition or a deformity. It does not in- 
clude recent fractures. The cases are not sent 
to any particular centralized hospital, but are 
committed to hospitals approved by the College 
of Surgeons. The orthopedic surgeon is paid a 
small fee, and braces are purchased at designat- 
ed prices. A commission js appointed by the 
Governor to administer the law. 

Your Committee has compared various laws 
and finds that the crippled children activities 
are carried on in the State of Oklahoma with less 
friction and with better results, than in any other 
state. 

It is the recommendation of the Committee 
that no effort be made to change the law. The 
Committee, however, has no way of determining 
the choice of the profession at large, and recom- 
mends that this matter be given due attention 
by those who may favor or disfavor the law. To 
this end any member of the association who is 
interested should send his answers in the follow- 
ing questionnaire, to the Committee: 

1. Have you had patients committed under 
House Bill No. 170 providing crippled children? 

2. From the physician’s standpoint, do you ap- 
prove of the law? 

3. Do you think the law provides the best 
method of caring for crippled children? 

4. Do you think the cases should be centralized 
for their care or provisions made whereby cer- 
tain cases can be cared for in districts near the 
home of the child? 


5. Do you approve of the administration by the 
medical faculty of the University or would you 
favor an independent commission ? 

EARL D. McBRIDF, Chairman, 
BEN H. COOLEY, 
WADE SISLER. 
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REPORT OF THE COMMITTEE ON INDUS 
TRIAL AND CONTRACT PRACTICE 





Since the report of this committee in 1932, 
there has been very little change observed in 
the condition of contract practice in the State of 
Oklahoma. Existing economic conditions have 
apparently been more of a deterrent than a stimu- 
lant in this respect. 

At the present time it seems apparent that the 
senate and legislature of the state will probably 
enact legislation setting up some form of state 
industrial insurance but it remains to be seen 
as to what the practicability of this law will be. 
It cannot be foreseen by the committee at this 
time as to what effect it will have on the medical 
profession in its relation to industrial practice. 

PAT FITE, Chairman, 
CYRIL E. CLYMER, 
W. G. HUSBAND. 


REPORT OF COMMITTEE ON “STUDY AND 
CONTROL OF VENEREAL DISEASE” 


To the President and the Members of the 
House of Delegates of the Oklahoma State Medi- 
cal Association: 

This committee recognizes three separate and 
distinct diseases which have been catalogued in 
the past and studied under the general heading 
of “Venereal Disease.” 1. Syphilis. 2. Gonor- 
rhea. 3. Chancroid, It wishes to call attention 
to another disease quite often found in gyne- 
cology, namely, “Trichomona infection.” 

We can conceive of no branch of medicine 
which does not overlap in the course of these 
three diseases, and wish to make clearer some 
ideas and concepts concerning them. 

1. Syphilis is a constitutional disease, not ne- 
cessarily venereal, caused by the invasion of the 
body tissues and fluids of the spirocheta pallida. 
Its initial lesion termed the “chancre,” “hard 
chancre,” etc., is poorly understood, we believe. 
We want to impress upon the profession the im- 
portance of rigid examination of all genital sores. 
These lesions should not ever be touched with 
medicinal agents until proper proceedures as 
dark field examinations, repeated, have elimi- 
nated the spirochete pallida. The public should be 
impressed and advised of this. Should this lesion 
be negative for this organism, the patient, if he 
gives history of exposure recently, (within past 
three months) should be kept under observation 
for another three months, and during this time 
blood serology (Wassermann) should be made. 
If negative at this time this patient may be in- 
structed that he probably has not syphilis. [!f 
his lesion shows spirochete pallida then before 
antiluetic therapy is administered, blood serology, 
(Wassermann) should be made, to determine 
whether this patient is sero-positive or sero- 
negative. This gives the physician much infor- 
mation as to prognosis and proper therapy to 
institute. 

We would condemn the indiscriminate use of 
“arsphenamine,” neo-arsphenamine, bismuth, mer- 
cury, and other drugs in treating syphilis. We 
would plead with the physician who has decided 
to treat these cases to study the most modern 
therapy, as instituted by the five clinics report- 
ing during the past year in “Venereal Disease In- 
formation,” published by the Public Health Serv- 
ice of U. S. Government. We would plead with you 
not to give the patient one “shot,” two “shots” or 
ten “shots” and pronounce him cured when the 
initial lesion leaves or the blood Wassermann ‘s 
negative. Nothing could be more dangerous. We 
would plead with the physician to insist on prop- 
er therapy and enough, and never to discharge a 
patient with known syphilis until he has a nega- 
tive Wassermann repeated, and negative spinal 
puncture. We would advise them that in the so- 
called Wassermann fast patient, the probability 
of his not having had proper or enough antiluetic 
therapy, also the nossibilitv of central nervous 
system syphilis. We want to advise the profes- 
sion that the physician treating primarv svphilis 
is the man responsible for the future health of 
the patient, that this disease as mentioned above 
is constitutional, and never should be pronounced 
cured with less than eighteen months treatment 
and three years observation. 


Congenital syphilis is inexcusable, providing 
the physician has been employed during the en- 
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tire period of gestation. In the field of obstetrics 
we wish to impress you with the importance of 
routine Wassermanns. We wish to plead with 
you to institute early antiluetic therapy in 
all Wassermanns in pregnancies which are not 
totally negative. We would like for a_ very 
minute history be taken in first visit, and in each 
case where syphilis is given in clear cut history, 
always give antiluetic therapy during this gesta- 
tion. We would advise circumcision in all males 
possible, when the entire glans penis is covered. 


To the general practitioner we would like to 
give warning of latent syphilis, and encourage 
him to become more syphilis conscious. We be- 
lieve it pernicious to treat this disease when it 
is not present, but realize that the error is more 
common on the other side, not properly diagnos- 
ing syphilis when present. 

Chancroid, soft sore, soft chancre, etc., is the 
title given to the ulcerating multiple (generally) 
genital lesions commonly seen. Etiology bacillus 
of ducre, this is not a lesion caused by filth, but 
highly infectious, and in most instances accom- 
panied by inguinal suppuration. This should 
never be diagnosed alone, but dark field exami- 
nations made to eliminate the organism of syph- 
ilis. Its therapy is most generally understood. 


Gonorrhea. In the realm of gonorrhea we wish 
to warn the profession of the futility of elimi- 
nating this disease with any local injection. We 
would like you to impress on this patient more 
the fact that he is sick, needs rest, plenty of 
water, absolute refrainment from alcoholics and 
sexual excitement. That co-operation on his part 
is more necessary than anything you can do. 
That these patients should be made to understand 
it is their duty to society to get fullv well before 
dismissal. We believe it pernicious to instru- 
ment any case of acute gonorrhea, give injections 
or irrigations at too high pressure. We believe 
that the subjugation of prostitution only leads 
to more promiscuity, that the female, if you do 
not give her proper attention and impress her 
with the seriousness of her disease, will in all 
probability eventually become a_ street walker, 
and a foundation for dissemination of this dis- 
ease. We admit there is no specific in treating 
this disease, and also know that the great major- 
ity of these patients first are seen by the general 
practitioner, and that this is the proper time to 
institute treatment and regime that will totally 
eliminate this disease from the patient. 


We believe that the public should be contacted 
by the medical profession in every way possible, 
and advised of proper preventive measures, ab- 
solute cleanliness, voiding after intercourse, local 
application of mercury ointments and instillation 
in glans of a mild antiseptic. We know that much 
good came from the observance of G. O. 45 in 
the U. S. Army, and strict adherence to venereal 
disease prophylaxis will prevent much infection. 
We believe that this should be taught in the high 
schools of this state, we believe that the old idea 
of suppression of sex, and all sexual topics only 
tend to create more mystery on this subject, that 
the high school children can be taught this in a 
sane manner, and in a way that will not create 
any chaotic erotic impulses. 


We think that if more moneys were spent by 
the state and federal government in venereal dis- 
ease prevention and treatment that much good 
would result. That centrally located stations for 
treatment and prevention should be established 
in all cities of more than ten thousand popula- 


tion. Pamphlets should be distributed on ven- 
ereal disease prevention. 


We are not looking for the millennium, but 
must shrink back in shame in admitting that 
these United States show a definite increase in 
venereal disease occurrence since the world war. 
That Germany shows a definite and greatest de- 
crease of any country. We suggest that methods 
used there be studied, and if possible instituted 
in this country. 

We hope that soon there will be perfected a 
standard blood Wassermann technic, that this be 
adopted generally, and thus eliminate much con- 
fusion and chaos from this particular field. 

SHADE NEELY, Chairman, 
ROBERT H. AKIN, 
HENRY S. BROWNE. 
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REPORT OF COMMITTEE ON STUDY AND 
CONTROL OF CANCER 





Your committee is able to state that an un- 
usual amount of interest has been manifested in 
Oklahoma during the past year in the study cf 
cancer among the physicians of the state, and 
that the laity is also becoming more “cancer- 
conscious.” 


Approximately one thousand leaflets have been 
distributed, these having been furnished by the 
American Society for the Control of Cancer. A 
great many of the newspapers published in vari- 
ous cities of our state have given widespread 
publicity to educational articles upon cancer, 
most of these being copies also furnished bw the 
national organization before mentioned, but some 
also by qualified physicians in Oklahoma. 


In the Journal of the Oklahoma State Medical 
Association, seven articles have appeared during 
the past year dealing with cancer. Four or five 
county medical societies have devoted one entire 
program to the subject, and, of course, numerous 
papers have been presented on cancer as a part 
of a program. In several of the larger cities 
films dealing with cancer education have been 
shown, and these have attracted audiences from 
all the surrounding communities. 


A statewide program of breast tumor clinics is 
at this writing underway, extending from March 
15th to April 10th. The Extension Division of 
the Oklahoma State University has rendered in- 
valuable assistance in this particular campaign. 
Over fifteen of these clinics will be given. 

Arrangements are being made at this time to 
have some short talks addressed to the vast radio 
audience from the several broadcasting stations 
in the state. 

Briefly, the interest in cancer has shown a 
healthy growth in Oklahoma during the past 
year. During the next year it is probable that 
cancer of the uterus will be stressed in this 
state, much as breast cancer was emphasized 
this year. The American Society for the control 
of Cancer is willing to co-operate with us as be- 
fore, if the local societies give them assurance 
that the service offered this year on cancer of 
the breast was desirable. It is to be hoped that 
this assurance can be given. 

JAMES STEVENSON, 
E. S. LAIN, 
FRANK H. McGREGOR. 
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REPORT OF COMMITTEE ON TUBERCU- 
LOSIS STUDY AND CONTROL 





On account of the unusual financial conditions 
prevailing throughout the United States, there 
has been an increasing number of empty beds 
in private sanatoria, and an _ ever-lengthening 
waiting list for county and state institutions. 
This is true of Oklahoma. The two state sana- 
toria have long waiting lists and many people, 
who, under normal conditions might be cared for 
in private sanatoria, are now in line waiting for 
free beds. If conditions improve, the load the 
state sanatoria are now requested to carry will 
be reduced. 


The above facts make it seem advisable for the 
state sanatoria to stress education for the pa- 
tients occupying sanatorium beds and to place a 
time limit on the patient’s stay in the sanatorium. 
We would suggest a maximum of twelve months 
unless special] methods of treatment, which can- 
not be successfully carried out in the patient’s 
home community, make it advisable for the pa- 
tient to remain longer. 


We would recommend that the sanatorium 
records should include not only a complete family 
history, but contain information as to housing 
conditions and family environment, and _ that 
these factors, especially contact with children, 
should be considered in the determination of the 
length of the time the patient should remain in 
the state sanatorium. 


Close follow-up and careful cooperation with 
the family physician and local health agencies 
seems very desirable and should materially di- 
minish the danger of contact. In the ultimate, 
this danger will depend very largely upon the 
success of the sanatorium staff in their efforts to 
give adequate education and training to the pa- 
tient. 


Since the estimated Indian population in the 
State of Oklahoma is approximately 100,000, and 
since the Indian is perhaps more susceptible to 
tuberculosis than the white population, we deem 
it wise to urge the members of the medical pro- 
fession to be on guard with reference to tubercu- 
losis in the Indian and to employ every possible 
means of making an early diagnosis in order that 
those suffering from this disease may be prompt- 
ly committed to a sanatorium for treatment. This 
is highly important, because, on the average, the 
home environment of the Indian and his limited 
knowledge of preventive measures greatly in- 
crease the danger of contact. 


The question as to whether or not the finan- 
cial stress, with its associated influences, is caus- 
ing an increased incidence of pulmonary tuber- 
culosis is an interesting one. Certainly every 
physician should give serious attention to the in- 
fluences of mental and physical strain, and in- 
adequate nutrition when it exists. 

L. J. MOORMAN, 
F. P. BAKER, 
D. W. GILLICK, 


Committee. 
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OPERATIVE TREATMENT FOR CORNS 








Walter I. Galland, New York (Journal A. M. 
A., March 25, 1933), outlines an operation for 
painful corns which eliminates the pathologic 


sources of irritation by removing the bursa and 
the exostosis underlying the corn. The operation 
causes a minimum of discomfort to the patient. 
It is as follows: The toe is anesthetized with a 
2 per cent solution of procaine hydrochloride. It 
is most advisable to use a regional anesthesia ad- 
ministered at the base of the toe, so that the area 
of the corn will not be infiltrated with the an- 
esthetic, as this renders the dissection of the 
bursa difficult. After the foot has been prepared, 
the keratinized epithelium is removed from the 
corn by means of a sharp curet. If the operator 
begins to dissect with the curet around the mar- 
gins of the corn, he will be able to find a natural 
plane of cleavage between the keratinized and the 
normal skin, and the entire superficial structure 
of the corn can be removed en masse. The skin 
is again iodized, and the area of the corn is sur- 
rounded by a semielliptic incision outlining a flap 
with the base proximally placed. This flap is 
dissected carefully, so that it will include only the 
skin. The bursal structure underlying the flap 
will now be found overlying the interphalangeal 
joint and above the extensor tendons. The bursa 
is dissected and removed. The extensor tendons 
are now displaced laterally or medially, and the 
joint margins are inspected. The bony promi- 
nences can usually be easily delineated or can be 
found by digital inspection. The prominence is 
largely cartilaginous, because of the proximity to 
the joint structure, but also contains a consider- 
able bony component. With a small chisel this 
tiny exostosis is removed, and the contiguous 
articular margins are smoothed out so as to pre- 
sent no irritating irregularities to underlie the 
skin. The wound is closed with silk sutures, 
which may be removed at the end of a week. The 
patients are usually able to walk about immedi- 
ately after the operation, provided they wear a 
shoe liberally cut out. Some patients have suf- 
ficient pain to keep them off their feet one or 
two days. 
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TEMPTS LAGGING APPETITES 





The tendency to give milk to excess in post- 
operative and convalescent cases is apt to give 
the patient a feeling of revulsion. Yet milk is 
the one food for which there can be no effective 
substitute. 


Modern physicians overcome this aversion to 
milk—this distaste for a steady milk diet—by 
flavoring it in a way that makes the color and 
taste interesting to the patient, yet does not alter 
the basic fundamentals of the milk itself. 


Cocomalt, for example, converts milk into a 
delicious chocolate flavor food-drink that is tempt- 
ing to the fussiest invalid. Even those who 
acutely dislike milk and refuse to drink it, wel- 
come the refreshing flavor of Cocomalt. Not only 
does it tempt sick and lagging appetites by its 
palatability: Cocomalt substantially increases the 
nutritive value of milk. Every cup or glass of 
Cocomalt a patient drinks is equal in food-energy 
value to almost two cups or glasses of milk alone. 


Furthermore, Cocomalt nourishes without tax- 
ing the digestion. It can be taken frequently 
even by the very sick. It is easily digested and 
quickly assimilated even by those whose digestive 
systems are impaired. 

Cocomalt contains a rich supply of Sunshine 
Vitamin D and is accepted by the American 
Medical Association Committee on Foods. 
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SURGERY AND GYNECOLOGY 


Abstracts, Reviews and Comments from 
LeRoy Long Clinic 


714 Medical Arts Bldg., Oklahoma City 
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A Technique of Tubo-uterine Anastomosis (Im- 
plantation) in Interstitial and Isthmic Occlu- 
sion. Ahmad Shafeek, Cario, Egypt. Surgery, 
Gynecology and Obstetrics, April, 1933, Volume 
LVI, Number 4, Page 786. 


This author has reviewed the technic of tubo- 
uterine anastomosis (implantation) in interstitial 
and isthmic occlusion of the tubes. He briefly 
summarizes the indications and contra-indica- 
tions for the operation, and carefully outlines the 
procedure as employed in the hospital in Cario, 
Egypt. He maintains that the careful dissection 
of the interstitial portion of the tube allows 
maintainence of the muscular integrity of the 
uterus. He feels that this is better gained than 
by incision, boring out or resection of the cornua. 
By implanting the tubes in the dissected tract of 
the old occluded portion, permanent continuity in 
its normal direction is better obtained. 


He gives two theoretical disadvantages to 
methods of operation in which the tube is not im- 
planted in its natural site: 


1. The fertilized ovum is then implanted lower, 
and; 


2. During periods of muscular atony the men- 
strual fluid may easily be regurgitated with con- 
sequent occurrence of pelvic endometriomata. 
Several hysterosalpingograms are included to 
demonstrate the integrity of the musculature of 
the cornua of the uterus and the patency of the 
tubes following operation. 


Comment: The study and relief of cases of 
sterility has been greatly benefited and stimu- 
lated by the diagnostic procedures of tubal in- 
sufflation, hvsterosalpingography, and the tre- 
mendous strikes made in the field of endocrin- 
ology. It is only natural that there should be a 
new interest in the development of surgical pro- 
cedures for the correction of tubal occlusion 
where this is a probable cause of sterility. Much 
good work is being done in this direction in recent 
years and the results are gradually improving. 
One must mention the technic of Sovak of New 
York, who has devised a means for coring out a 
tract in the cornua in which to place the patent 
tube. 


With all of this interest in the surgical technic 
of correcting tubal occlusion, one must not forget 
that tubal patency is but one phase of the prob- 
lem of sterility, and a careful, thorough investi- 
gation of both patient and consort must be made 
before it is justifiable to place the burden of 
proof upon tubal occlusion. 

—Wendell Long. 
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Appendicitis in Pregnancy. William B. Marbury, 
M.D., Washington D. C. The American Jour- 
nal of Surgery, March, 1933, Volume XIX, No. 
3, Page 437. 


This author reviews the difficulties of positive 
diagnosis of appendicitis during pregnancy, par- 
ticularly in the last three months of pregnancy. 
He points out the fact that the cecum is carried 
high into the right upper quadrant as the uterus 
enlarges and that the diagnosis of appendicitis is 
made more difficult by its confusion with right 
upper quadrant diseases. This elevation of the 
cecum is also of importance in operations, par- 
ticularly through a McBurney incision, because 
the appendix always lies somewhat higher and 
more laterally than is generally thought. 


He also discusses the question of increased 
danger of peritonitis and advanced pregnancy be- 
cause: 


1. The upper abdomen with its greater ab- 
sorption is involved. 


2. The omentum and intestines are unable to 
wall off infected areas because of the motions 
of the heavy uterus and the displacement of the 
omentum and intestines. 


3. The probability of abortion because of the 
increased irritation. 


He also makes the observation that white blood 
counts are of relatively smaller importance dur- 
ing pregnancy, because counts of under 13,000 
are of very little differential benefit. This, plus 
the changed position of the appendix, the ovarian 
and uterine pain sometimes encountered in preg- 
nancy and gastro-intestinal symptoms seen in 
pregnancy, makes a positive diagnosis of appendi- 
citis frequently almost impossible. Yet the im- 
portance of the removal of an inflamed appen- 
dix is so great that appendectomy must frequent- 
ly be done in pregnancy upon more meager evi- 
dence than would be demanded at another time. 
This is particularly true in the last three months. 


This author has collected a group of cases from 
the literature of appendicitis in the last three 
months of pregnancy showing that the errors in 
diagnosis are much greater and the mortality 
increased. This is very clearly explained upon the 
basis of the increasing difficulty of early dignosis 
as the pregnancy advances. 

He also points out that shortly after delivery 
the diagnosis of appendicities is also quite ‘diffi- 
cult and the disease is usually termed “after 
pains” until rupture and peritonitis have taken 
place. 





His chief pleas are for careful investigation of 
the possibility of appendicitis in all suggestive 
symptoms and appendectomy upon much more 
meager evidence than in the mon-pregnant state. 

Comment: This is a very important problem, 
because of its frequent occurrence, because of the 
dangers involved, and because of the difficulty of 
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absolute preoperative certainty, particularly in 
the last months of pregnancy. 


It has been rightly contended by many excellent 
surgeons that the safe procedure in any sugges- 
tive case was early appendectomy. 


—Wendell Long. 





Bartholin Cyst Excision Following Paraffin In- 
jection. Lionel S. Auster, M.D... New York 
City. The American Journal of Surgery, 
March, 1933, Volume XIX, No. 3, Page 509. 


This author has outlined the surgical pathology 
of the Bartholin cyst, pointing out that it usual- 
ly is a much larger cyst than is supposed on ex- 
amination and that the complete operative re- 
moval, even under the best conditions, is far from 
a simple procedure. 


His principal concern has been the fact that 
the walls of the cyst are thin and friable so that 
the cyst is ruptured frequently early in the pro- 
cedure and complete removal of the remaining 
walls is thereby more difficult. In order to fill 
the cyst with a semi-solid material, which would 
make its dissection easier, he has withdrawn the 
contents of the cyst preoperatively and injected 
a solution of ordinary paraffin. This has some- 
what solidified in the cyst and made removal a 
much simpler procedure, at the same time insur- 
ing better hemostasis and result. 


Comment: Basing his idea of the difficulty of 
the excision of Bartholin cysts upon examinations 
alone, and before he has attempted this operation, 
one is inclined to look upon it as a very simple 
operation. Practically every intern, upon seeing 
his first Bartholin cyst, suggests that it may be 
removed in the out patient department under 
local anesthesia. Those with more experience 
know only too well that the inner margin of the 
cyst is in a deep cavity which is very vascular, 
and removal to be effective must be complete. 
Necessarily this involves the aids furnished by 
a good operating room, and even then suggestions 
such as expressed by the author of the above 
article are helpful. 

—Wendell Long. 





The Fate of the Sidetracked Loop of Ileum Fol- 
lowing Lateral Anastomosis for Complete Be- 
nign Obstruction. C. E. Holm, M.D., Allen- 
town, Pa. Surgery, Gynecology and Obstetrics, 
April, 1933, Volume LVI, No, 4, Page 746. 


This author has reported on the fate of the 
sidetracked loop of ileum following lateral anas- 
tomosis for complete benign obstruction on the 
basis of two clinical cases and seven experimental 
cases in dogs. 


In the two clinical cases, where the complete 
obstruction resulted from adhesions, lateral anas- 
tomoses were done without removal of the loop 
of ileum which was sidetracked. Following the 
anastomoses the patients developed diarrhea, bor- 
borygmus, abdominal distention, marked weight 
loss and debility without impairment of appetite. 
In each patient complete recovery followed re- 
section of the sidetracked loop which was greatly 
elongated, markedly dilated and ulcerated. 


Intestinal obstruction was produced in the 
terminal ileum in the dogs following which vari- 
ous types of lateral anastomoses were done allow- 


ing the sidetracked loop to remain. After oper- 
ation all the dogs developed diarrhea, borboryg- 
mus, distention, weight loss and debility, but 
maintained good appetite. Two dogs died from 
general peritonitis resulting from perforation of 
the sidetracked loop. The remaining five dogs at 
autopsy showed the sidetracked loop markely 
elongated, and ulcerated. There were also super- 
superficial mucosal ulcerations of the ileum and 
colon, remote from the sidetracked loops and also 
wide spread advanced degenerative changes in 
liver and kidneys. 

Surgeons generally recognize that it is not ad- 
visable to permit a blind end to extend beyond 
a side to side anastomosis. In any lateral anas- 
tomosis for permanent complete obstruction the 
sidetracked loop corresponds to a blind limb ex- 
tending beyond the anastomosis. 


With this clinical and experimental pathological 
data as to the fate of such sidetracked loops and 
the more distinct pathological changes, the au- 
thor has good basis for recommending, wherever 
possible, resection of the sidetracked loop at time 
of lateral anastomosis, or, if not advisable be- 
cause of the patient’s condition, soon thereafter 
at a second stage operation on a more favorable 
occasion. 

Where this cannot be done it is suggested that 
the ileum might be divided as close to the obstruc- 
tive lesion as possible and be followed by an end 
to side anastomosis, thereby eliminating a blind 
end. 


Comment: This article has to do with benign 
obstruction with sidetracking of a loop of bowel. 
This is very frequently a necessity in dealing with 
advanced intestinal neoplasms as well. In these 
situations it is frequently impossible to remove 
the sidetracked loop and the operation is done in 
the hope of relieving the obstruction. We know 
that these patients also have symptoms of enter- 
ocolitis and in such situations it is probably bet- 
ter to eliminate the blind end by dividing the 
ileum as close to the point of obstruction as pos- 
sible and producing an end to side anastomosis. 
An alternate procedure is the production of a side 
to side anastomosis in this situation with as short 
a blind end as is technically possible. 


—Wendell Long. 





Resuscitation (La Reanimation). By Leon Binet, 
Professor of Physiology, Ecole de Medicine, 
Paris, LaPresse Medicale, February 22, 1933. 


Referring to the efforts of the physiologist vo 
bring experimental animals back to life, and 
especially to the frantic efforts of the physician 
in the presence of impeding death (aux abois de 
la mort), Binet writes an instructive chapter, 
dedicated to a dead comrade and assistant, Albert 
Arnaudet, in which his efforts to solve the prob- 
lem of resuscitation are presented. 


As indicated by the author, death, in the last 
analysis, results from either failure of the heart 
or failure of the respiratory center. The subject 
is of tremendous interest to the surgeon because 
nothing can be more tragic than sudden, and of- 
ten unexpected death from either cause. 


Pointing out that through physiologic technique 
one is able to understand the movements of an 
arrested heart and impeded respiratory move- 
ments in an organism whose bulbar functions are 
singularly comprised, the results of experimental 
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work on heart failure is first presented, follow- 
ed by a like consideration of respiratory failure. 


I. It is possible to reanimate a heart that has 
ceased to beat (Il est possible de reanimer un 
caeur arrete) is the first proposition. 


The classic experiments of A. Kuliabko has 
shown that the establishment of a circulation of 
warm oxygenated artificial serum through the 
heart taken from an animal dead for several 
hours will bring about rhythmic contractions. 


Massage, repeated injections into one of the 
cavities of an immobile heart, the stimulation of 
the accelerator nerves, intracardiac injection of 
adrenalin and sometimes atropine are some of the 
experimental procedures heretofore employed. 


It has been demonstrated that fragments of 
the embryonic heart of the chicken, cultivated 
aseptically upon coagulated plasms, then nour- 
ished by embryonic juice in an oven at proper 
temperature, continue to live and grow, even for 
several weeks. 


But if the contract:ons stop can they be made 
to re-appear?. Binet, working with Jean Verne 
and Gabriel, has seen the re-appearance of con- 
tractions by putting the fragments into Locke- 
Ringer solution soon after contraction had stop- 
ped. 

If fresh cultures of the fragments are sub- 
mitted to a cardiac extract prepared from the 
sinus region in the right auricle after the tech- 
nique of Demoor, contractions re-appear and last 
for one or two hours. Only the extract from 
right auricle, which is supposed to contain the 
cardiac hormone of L. Haberlandt, is effective. 


Working with the heart of the edible snail 
(escargot) kept functioning by appropriate saline 
solution (see Locke-Ringer above) chloroform 
was added until contractions ceased. Various 
agents were used, after washing the specimen, 
in efforts to restore contractions, among them 
being adrenaline, sparteine, atropine, pilocarpine, 
caffein and camphor. Only caffein and camphor 
were particularly effective. The record made by 
thirty-five graphs showed truly remarkable re- 
sults with these two agents. 


The conclusion is that the heart of the snail, 
isolated from the organism and arrested by 
chloroform poisoning can be restored by the addi- 
tion to the nourishing liquid of either caffein or 
camphor. 

Il. A respiratory center gravely inhibited can 
resume a normal function in certain cases. (Un 
centre respiratoire gravement inhibe peut re- 
= dans certains cas, un fonctionment nor- 
mal). 


Obviously, the first necessity in respiratory 
failure is artificial respiration, not only to com- 
bat asphyxia, but, by reflex action, to stimulate 
the respiratory center in the medulla. 


One can, with advantage, associate with arti- 
ficial respiration the inhalation of a mixture of 
oxygen and carbonic acid gas (O* plus CO’) after 
the method of Yandell Henderson of Yale Uni- 
versity’ but the author emphasizes the possibility 
of stimulating the respiratory center at the same 
time by the use of pharmacologic agents. 


In this connection, Binet and his associates 
have experimented with fish. Because the gill 
is an admirable organ of absorption, and because 
of the unique arrangement of the cephalic circu- 


lation, the fish makes an appropriate subject for 
tests of this character. 


The fish are placed in a reservoir containing 
200 c.c. of sea water per fish. To this is added a 
little sea water saturated with chloroform (une 
petite quantite d’eau de mer chloroforme a satur- 
ation). The fish quickly loses its equilibrium, 
turns on its back, and in from fifteen to twenty- 
five minutes respiration ceases. At this moment 
the fish are divided into two groups, one group 
being placed in ordinary sea water to which has 
been added a solution of caffein 50 centigrammes 
per litre (approximately 1:1000). 


Usually the fish in the first group remain inert. 
On the contrary, those in the second group begin 
to breathe in from one to three minutes—slowly 
and superficially at first, but quickly attaining 
normal rate and character so that after five or 
ten minutes they may be transferred to ordinary 
sea water where they survive indefinitely. 


Other experiments were made in which fish 
were electrocuted by currents reaching them 
through wires attached to a marble container half 
filled with sea water in which they rested. The 
average survival of 50 controls was 19 minutes. 
The other group of 50 placed at once in caffein- 
ated sea water had an average survival of five 
hours in 43, and definite survival in seven. 


In some of the fish studied there was a breach 
(opening) in the pre-cordial region so that the 
heart could be observed. In no case was there any 
evidence of cardiac failure. Binet concludes, 
therefore, that the reanimation is due to a 
pharmacodynamic stimulation of the respiratory 
center by caffein. This conclusion is strengthen- 
ed by the following experiment: The detached 
head of the fish is placed in a litre of distilled 
water containing Nacl 8 grammes 2 centi- 
grammes; KCl 36 centigrammes; CaCl’ 17 centi- 
grammes; MgCl’ .08 centigramme; NaHCO* 27 
centigrammes; NaH’*PO* .04 gramme; glucose 59 
centigrammes and urea 4 grammes. This formula 
has a pH of 7.4. In the isolated head of the fish 
placed in it there is a survival of the respiratory 
center for 3 or 4 hours. 


But if 20% of chloroform water, prepared as 
indicated above, is added there is more or less 
rapid failure of the respiratory center. Now the 
addition of the caffein solution restores it in- 
stantly. 

Again, the isolated head of the fish is perfused 
with the liquid indicated by formula above, but 
to which chloroform water has been added to the 
percentage already indicated. After fifteen min- 
utes of perfusion respiration is totally arrested. 
Then a perfusion with the caffein solution, and 
in three minutes respiration is begun; in ten 
minutes it is ample and frequent. This experi- 
ment can be repeated several times on the same 
head with the same results. 


In a subsequent report made at a meeting of 
the Paris Academy of Medicine January 17, 
1932, Binet stated that other agents, like cabeline, 
sparteine, camphor had been employed in the in- 
vestigations, but were found to be entirely use- 
less. Only caffein gave definite results. 


In making a translation of this important 
article by one of the world’s greatest physiolo- 
gists it seemed to me that a short abstract would 
not command sufficient attention. It may be that 
it will appear too long and tiresome, but I hope 
that the prolixity will be excused by the import- 








oe @ ©. ahen ooo eo A ae oe eo 6 2m of 6 Ghee asses OF 2 of oe of oa oe 











JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 175 


ance of the subject. After all, the value of 
muemotechnique must not be forgotten, and here 
I have tried to arrange it so that every one—re- 
search worker, internist, surgeon—who might be 
interested in the article may have a hook upon 
which to hang his memory. I might have said 
that Binet’s experiments showed that only caffein 
and camphor helped in the reanimation of an 
arrested heart; that only caffein was of service 
in restoring respiration, and stopped there—but 
it would probably receive but scant notice, an’| 
give no help at all to those wishing to verify the 
reported experimental results. 


The article ends with the following striking 
paragraph: 

“The problem of resuscitation is not an empty 
problem. Experiment permits us to emphasize its 
scope. Men of action—physician and surgeon— 
will perhaps be able to apply a rational treatment 
at a moment where it is difficult to say whether 
the patient is with the dead or still with the liv- 
ing. There is nothing to lose. There is, perhaps, 
something to gain.” (Le probleme de la reanima- 
tion n’est pas un probleme vide de sens: |’experi- 
mentation permet d’ en souligner la portee. Hom- 
mes d’action, medecin et chirurgien pourraient 
peut-etre appliquer systematiquement un traite- 
ment rationnel a un moment ou il est difficile de 
dire si le patient est “avec les morts ou encore 
avec les vivants***.” Il n’y a rien a perdre. Il y 
a peut-etre quelque chose a gagner). 


—LeRoy Long. 
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An Estimate of the Value of Urethrogram and 
Cystogram in the Diagnosis of Prostatic Ob- 
struction. Crabtree and Brodney, Journal Urol- 
ogy, March, 1933. 


The authors explain their technic of cystogram 
and urethrogram, using 3% sodium iodide solu- 
tion, and state that the large gland type can be 
determined with the greatest of accuracy by these 
methods from the small gland type. The cysto- 
grams show three major variations from the nor- 
mal: (1) filling defect of the bladder base; (2) 
elevation of the bladder above the symphisis; (3) 
asymmetry of the bladder base as shown by ir- 
regularity of the curve. The urethrogram ‘n 
large gland type shows increased length of the 
prostatic urethra from the veru impression to 
the internal orifice, narrowing or flattening of the 
prostatic lumen, irregularity of the prostatic lu- 
men and deviation from the midline. The small 
type gland will deform a smaller portion of the 
bladder base line, the elevation of the internal 
orifice is less extensive, and the width of the 
curve deformity is less pronounced. In the small 
gland type the oblique cystogram will give little 
evidence of a post prostatic cul de sac. They are 
convinced with the need of departure from a 
routine attempt to handle all prostatic obstruc- 
tion by one operative procedure, whether it be 
perineal, suprapubic or transurethral, and that 
the ideal situation is reached when after accurate 
diagnosis of the disease factors a procedure 
adequate to produce lasting relief is applied. They 
state that cystograms made preoperatively dur- 


ing the stage of congestion, after the subsidence 
of congestion, immediately postoperative, and re- 
motely postoperative are very instructive. 


Critical Study of Ureteral Calculi. A  Ravich, 
Journal Urology, February, 1933. 


The author very ably discusses the different 
etiological theories as to the formation of urinary 
calculi. In summary he states “of all the etio- 
logical theories that have been advanced, urinary 
stasis seems to be the only constant factor ne- 
cessary for a stone to form in the urinary pas- 
sages.” The chemical character of the stone 
seems to depend on the pH of the urine, which 
may change from time to time and accounts for 
the different lamina often seen. Calculi seem 
to form when as a result of urinary stagnation 
some change occurs in the secretory function of 
the tubular epithelium causing coalescence or 
diminution of the protective colloids and conse- 
quent precipitation of the unattached crystalloids. 
Trauma, faulty diet, infection and foreign bodies 
are often contributive factors in the presence of 
stasis. 

A two to one ratio of ureteral calculi in males 
and the 80% incidence in adults of twenty-one to 
fifty years of age corresponds with the incidence 
of inflammatory conditions of the adnexa in 
males and females. 393 prostatic examinations 
were recorded in 758 cases of both sexes and only 
82 or 21 per cent had what appeared to be nor- 
mal prostates or seminal vesicles. 69.8% of his 
cases were males, 30.2 per cent females. X-ray 
examination was positive in 90%. 83.6% required 
cystoscopic manipulation, 6.3% passed their cal- 
culi spontaneously, 11.2% were operated without 
a single mortality. 3.4% had recurrence, chiefly 
in those who refused follow-up treatment by ure- 
teral dilation. 





The Prevention of Cardio-Vascular Syphilis, M. 
J. Exner, New York, N. Y., Texas State Jour- 
nal of Medicine, March, 1933. 


The author concludes by stating that heart dis- 
ease is the malady of highest mortality, killing 
annually more than twice as many as the next 
most killing disease, pneumonia. 15% of heart 
lesions are luetic. The other two principal causes 
of heart disease are rheumatism and arterio- 
sclerosis. The exact causes of rheumatism and 
arteriosclerosis are unknown, and no_ specific 
remedy or scheme of treatment for it has as yet 
been discovered for its control. In syphilis we 
have a more hopeful picture. The specific cause 
of syphilis is known, we have effective remedies 
and technics of treatment for arresting the dis- 
ease in its earliest stages, we have reasonably 
sure tests to supplement characteristic signs in 
the diagnosis of the disease. If early and adequate 
treatment can be instituted, serious cardio-vas- 
cular lesions can be definitely prevented in almost 
all cases. 

Chronic Prostatitis. Sangree and Phillips, Phila- 
delphia. Pennsylvania Medical Journal, March, 

1933, Page 397. 


The authors quote Pelouze in saying that 72% 
of all males presenting focal infective symptoms, 
and 35% of all males beyond the age of thirty- 
five years have a definite infection of the pros- 
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tate gland. A single examination yielding a 
secretion of normal cell count (1 to 5 cells, Von 
Lackum) does not eliminate the prostate as a 
focus in suspected individuals. At least three 
examinations spaced each three days apart should 
be made. In summary they state: (1) Chronic 
prostatitis is present in a large percentage of 
men, of whom no history of gonorrheal infection 
is given. (2.) Multiple foci are commonly asso- 
ciated with prostatitis. (3.) The most frequent of 
these are the teeth and tonsils. The sinuses and 
yall bladder come next. (4.) The amount of pus in 
the prostatic secretion bears no relation to the 
severity of the systemic disease. (5.) Cystoscopy 
will often aid in eliminating other sources of in- 
fection in G. U. tract. 
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EDITOR'S NOTE: Dr. Mann of the Mayo Clinic 
has shown the dependability of normal liver funec- 
tion for maintenance of normal blood sugar. It 
seems highly probable that the extreme instabil- 
ity of blood sugar levels may be due to impairment 
of glycogen and glycogenolytic function of the 
liver. Glucose tolerance tests, according to the 
method of Althausen and Gunther, to determine 
the metabolic activity of the liver would be of 
interest in this case. Although the authors report 
a normal appearing liver at the time of the oper- 
ation there may well have been a disturbance of 
function of this organ which would permit an over 
activity of the insulin secreting cells, 





Pathology of the Liver and Their Clinical Ap- 
plication. By Ferdinand C. Helwig, M.D., 
Kansas City, Missouri. The American Journal 
of Surgery, No. 3, Volume 19, Page 462. 


The following is an abstract from the summary 
of the recent work on the anatomy, physiology, 
chmical pathology, protein metabolism and bile 
studies summarized in Dr. Helwig’s article. 


Recent advances show, contrary to the old 
idea, that the portal blood flow is controlled 
largely by nerves outside the liver; hence, the 
latter has no direct influence over the blood en- 
tering it, which fact may be of considerable clin- 
ical importance in certain pathological alterations 
in the liver . 


McIndoe and Counsellor demonstrated that the 
liver has a bilateral nature which may be of 
significance in explaining the pathogenesis of cer- 
tain lesions confined to one or the other half of 
the liver. They showed that the right and left 
branches of the portal vein remain separate, like- 
wise, the right and left bile ducts and the hepatic 
arteries. 


Copher and Dick demonstrated what they called 
“stream lines.” ‘The portal blood collected from 
the stomach and spleen is found to pass to the 
left lobe of the liver; a second stream, or that 
blood collected from the upper part of the duo- 
denum, head of the pancreas and jejunum, passed 
to the right lobe; while a third stream, whose 
blood arose from the colon was distributed to all 
parts of the liver, more particularly to the left 
lobe. Moreover, they found there was little or 
no intermingling of these three streams. 


Mann’s work on the effect of total extirpation 
of the liver may be summarized as follows: Im- 


mediately after the liver is removed (from dogs) 
muscular weakness of the muscles, except those 
necessary for respiration, develops coincident 
w.th a decrease in and subsequent loss of reflexes. 
Within an hour there is profound relaxation. 
After a variable period, muscular twichings ap- 
pear, then general convulsions in one of which the 
animal dies. Studies of the blood in these dogs 
show a progressive decrease in sugar, the ap- 
pearance and progressive increase of a pigment, 
and a progressive increase in uric acid. It was 
found that there was always a decrease in sugar 
after a total removal of the liver and, after con- 
vulsions set in, the blood sugar fell very rapidly 
and this constant relationship between blood 
sugar levels and clinical symptoms always oc- 
curred; however, by the administration of intra- 
venous glucose he was able to completely restore 
the dying animal to a normal condition. As soon 
as the administered glucose was burned up the 
dog lapsed into the same state of hypoglycemia 
from which they could be restored numerous 
times. At last, after numerous revivals, the ani- 
mal would reach the stage where sugar injections 
were of no avail. 


When the pancreas was removed in the dog, 
the animal developed a high blood sugar and died 
in several days with hyperglycemia. If the pan- 
creas and liver were removed at the same time 
the result was the same as if the liver alone was 
removed. These experiments proved that the 
liver alone was responsible for the maintenance of 
the blood sugar level, even in the hyperglycemia 
of diabetes. 


Furthermore, he showed that no matter how 
much glycogen was present in the muscles it in 
no way influenced the development of hyper- 
glycemia since it evidently could not be utilized 
for the maintenance of normal blood sugar level. 
Hence, the liver glycogen alone comprised and 
was present as the blood sugar. These with 
other experiments proved that the liver is not 
necessary for the production of the hyperglycemia 
action of insulin, that its presence is absolutely 
necessary for a permanent reactivity of the blood 
sugar level, and this did not mean that the liver 
played no part in the production of the hypogly- 
cemia of insulin. However, the fact that the 
liver is essential for the restoration of normal 
blood sugar level proved that the liver is affected 
either directly or indirectly by insulin. 


With regard to protein metabolism in total 
hepatectomy it was shown that the liver is the 
sole source of urea formation, since in the liver- 
less dog a striking and progressive decrease of 
urea in the urine developed. It was definitely 
proved that both urea formation and deamidiza- 
tion of aminoacids are functions of the liver. 


Working with McIndoe, Mann also showed that 
in the liverless dog, bile was readily produced and 
increased progressively, which was also true in 
the dehepatized, spleenless animal. This was true 
if the gastrointestinal tract was removed and he 
was able to conclude that the origin of bile was 
to be found in the bone marrow. 

After much experimentation he concluded that 
the evidence for the liver being the site of form- 
ation of fibrinogen is not conclusive but that in- 
jury or removal of the liver does actually affect 
the formation of normal blood clot. 


Obstruction to the outflow of bile is a time- 
honored experimental procedure. It was found 
that animals so treated, which usually died after 
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a few weeks, could be kept alive for many months 
by merely regulating their diet. They were given 
a diet high in carbohydrates, while the feeding 
of meat usually killed them. 


The work of Graham and Cole is cited who 
used isoidokon for not only gall-bladder visuali- 
zation but also as a test of the excretory func- 
tion of the liver. The other liver function test 
cited is the galactose method. 


A summary of the therapeutic suggestions as 
a result of recent work by Ravdin emphasizes 
that morphine should not be given in cases where 
there is a disease of the liver, because of its 
tendency to produce hyperglycemia and deplete 
the liver glycogen. Bollman has shown that the 
detoxifying action of the liver is enhanced when 
it is filled with glycogen. Therefore, a high diet 
of carbohydrates should be considered in all cases 
of preoperative preparation with diseased liver. 
Elimination of proteins may be indicated in cases 
of cirrhosis and calcium should be administered 
to the patient, with or without jaundice, who is 
suspected of having liver damage, or in whom 
such a possibility may transpire. 


Helwig emphasizes that prevention of the so- 
called “liver deaths” may be possibly brought 
about through careful liver function tests, the 
preoperative administration of glucose and the 
post-operative use of calcium. 





Modification of the Dextrose Tolerance Test as 
an Index of Metabolic Activity of the Liver, by 
T. L. Althausen, M.D., Lewis Gunther, M.D., 
John B. Lagen, M.D., and William J. Kerr, 
M.D., San Francisco. Archives of Internal 
Medicine, No. 3, Volume 46, Page 482. 

The method described by the authors is as fol- 
lows: In the morning, with the patient fasting, 
a specimen of blood is taken for sugar determi- 
nation followed by an injection of 20 units of in- 
sulin. Twenty minutes later, 50 gm. of dextrose 
dissolved in 500 c.c. of water is given to the pa- 
tient by mouth followed bv 1000 c.c. of water 
also administered by mouth. After this two 
samples of blood were taken at intervals of 
thirty minutes and two more at intervals of one 
hour. 

Rarely insulin reactions develop during the test 
and when this did occur the last sample of blood 
is taken at the time of the reaction regardless 
of schedule, and the patient is treated for hypo- 
glycemia in the usual way. 

Abnormal type blood sugar curves which indi- 
cate definite liver pathology were noted. The 
first type of curve is characterized by a moder- 
ate elevation of the blood sugar at the end of 
the first and second thirty minute periods rising 
in some instances to 220 mg. but always follow- 
ed by a return to the normal or subnormal at 
the end of two hours. At the end of three hours 
when the test was positive the blood sugar would 
fall to a point between 40 and 80 mg. 


The second type of blood sugar curve was 
characterized by a progressively increasing hypo- 
glycemia. As an example the reading would be 
at the end of thirty minutes, one hour, two hours 
and three hours, 80 mg., 70 mg., 40 mg., and 25 
mg., respectively. 


The test was distinctly positive in all the cases 
of early cirrhosis, syphilitic cirrhosis, portal cir- 
rhosis, in cases of metastatic carcinoma of the 
liver or arsphenamine jaundice, echinococcus 
cyst of the liver, myeloid leukemia and negative 
in cases of toxic cirrhosis and many control 
cases. 


This test paralleled the Rose Bengal test. 


The test possesses the following advantages: 
(a) It is simple and requires no special equip- 
ment. (b) It is harmless to the patient. (c) Un- 
like the levulose and galactose tolerance test, it 
is reliable not only in disease groups but also in 
individual cases. (d) It brings out latent func- 
tional impairment of the liver and permits one to 
follow the progress of the disease. (e) As a 
metabolic test, its results are probably independ- 
ent of biliary obstruction. (f) In combination 
with a dye excretion test, it offers valuable diag- 
nostic aid in toxic cirrhosis of the liver. 





Hypoglycemic Convulsions with Hypoplasia of 
the Pancreas, by H. M. Winans, M.D., Profes- 
sor Medicine, Baylor University, Dallas, Texas. 
The American Journal of the Medical Sciences, 
No. 733, Volume CLXXV, No. 4, Page 500, 
April, 1933 issue. 


Dr. Winans reports a case of a woman, aged 
30, who had convulsions practically every night 
lasting from ten to thirty minutes. Her past 
history was relevant in that at the age of 
thirteen she became overheated and was sick for 
several weeks. Following a right ovarectomy at 
the age of fifteen she had “nervous spells” and 
uncontrolled jerking of the arms and legs. Her 
menstrual periods had always been scant but 
regular. Following the birth of a second child 
she developed a mastitis and “blank spells” fol- 
lowed by periods of weakness occurring at night 
and one attack of stupor lasting for fifty-two 
hours. Subsequently she developed severe con 
vulsions with clonic spasms. headache, drowsi- 
ness and ataxic movements of the hands and feet. 
On a high carbohydrate diet she gained 46 pounds 
in weight. Except for obesity there was no ab- 
normalities. 


Physical Findings: The laboratory findings were 
negative except for the marked hypoglycemia. 
The minimum finding was 42 mg., the maximum 
was 55 mg. It was necessary to use glucose every 
three hours in order to prevent the symptoms 
from developing. 


An exploratory operation revealed a normal 
pancreas. A high carbohydrate diet did not al- 
ways prevent the development of symptoms, how- 
ever an injection of obstetrical pituitrin produced 
improvement which lasted three to five hours. 


Discussion; The possibility of over production 
of insulin, the possibility of hypoglycemia due to 
endocrine disturbances and disturbances in the 
balance between the external and internal se- 
cretions of the pancreas were considered. He 
suggested that the hypoglycemia may be due to 
a disturbance between the internal and external 
secretions of the pancreas with a loss of the in- 
hibiting effect of trypsin upon insulin. 
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International Clinics. A Quarterly of Illus- 
trated Clinical Lectures and Especially Prepared 
Original Articles on Treatment, Medicine, Surg- 
ery, Neurology, Pediatrics, Obstetrics, Gynecol- 
ogy, Orthopedics, Pathology, Dermatology, Oph- 
thalmology, Otology, Rhinology, Laryngology, 
Hygiene, and other topics of interest, by leading 
members of the medical profession throughout 
the world. Edited by Louis Hamman, M.D., 
Visiting Physician, John Hopkins Hospital, Balti- 
more, and many other outstanding medical au- 
thorities. Volume 1, Forty-third Series, March, 
1933. 305 pages, 16 illustrations, 1 colored plate. 
Cloth, $3.00. J. B. Lippincott Company, Phila- 
delphia, Montreal and London. 


The International Clinics, for many years, a 
standby to the general medical profession, for 
the specialist or general practitioner, is coming 
out now under new editorship. Among the useful 
articles in this volume is that by Bloomfield, of 
Stanford University, who discusses “The Indica- 
tions for the Use of Special Tests By The Practi- 
tioner.” He notes that physicians today often 
prepare special tests which are so commonly per- 
formed and so widely advanced, which in_ his 
opinion are often superfluous, sometimes mis- 
leading, and unnecessary, and that they are not 
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to be used indiscriminately, that the routine use 
of them is unwarranted and even ridiculous. 


Wolferth and Margolies “Gallop 
Rhythm of the Heart.” 


“Treatment of Burns,” is described by Penick. 


Burnam, the radiologist, reviews the various 
diseases for which radium treatment has been 
given and attempts to set forth the valuable 
benefits from the use of radium as a therapeu- 
tic. 

“Bromide Poisoning,” is also considered. While 
this condition is rare it should not be forgotten 
by the practitioner. 

Woods contributes an article, “Tuberculosis of 
the Eye,” and is of the opinion that it is far more 
common than was formerly thought. 

Dean Lewis and Penick, present “Fecal Fistu- 
lae.” 

There is a splendid article by Blaylock on 
“Shock.” This of course is of outstanding value 
to every practitioner. 

Neurological conditions are presented by Ford 
and Morgan. Ford presents an article on the 
“Diagnosis and Significance of Tremor.” 

There is also a report of “Clinical Pathologic 
Conference,” at Johns Hopkins Hospital, present- 
ed by Hamman and Rich. 

This issue is more than fully up to standard 
than previous issues of the International Clinics. 


contribute 


REPORT OF EXAMINATION FOR LICENSES TO PRACTICE MEDICINE 


Examination held at State Capitol, Okiahoma City, March 14th and 15th, 1933. 


The following applicants passed: 





Year ad Year of 
NAME of Place of Birth SS oa ee See 
Birth sraduation ation Previous Location 
Daigle, L. Stanley (col.) 1903 Brusly, La. Meharry Med, Col. 1931 Okmulgee, Okla. 
Jenkins, Byron Arthur 1901 Kentucky Univ. Louisville 1925 Durant, Okla, 
Kaiser, George Louis 1903 Natchez, Miss. Creighton Med. 1929 Hugo, Okla. 
Livingston, Lawrence G. 1905 Mt. Grove, Mo Washington Med 1930 Cordell, Okla 
Pierce, James Lovick 1886 Honey Grove, Tex. Baylor Med. 1916 Marlow, Okla. 
Crane, Clyde Winthrop 1878 Detroit, Mich. Ohio Med. Col. 1906 Okla City 
Childs, Darwin Bryan 1906 Noble, Okla. Univ of Tenn. 1931 Tulsa, Okla. 
Dorrell, Green Berry 1862 Lawrence, Mo. Rellevue Med, 1889 Chandler, Okla 





THE G. LANGE SUSPENSION FRAME 

















modified and im- 
frames for use in 
Made entirely of 
fits snugly 
weights and 
cords for 
if greater weight 
should be bags attached in 
addition to the weights. It also has the advantage 
of having lateral attachments by which lateral dis- 
placements may be overcome In addition to these 
advantages it has an attachment which when ap- 
plied will overcome foot-drop, a complication often 
resulting in fracture of the leg. 


been greatly 
well known 
and femur. 


This frame has 
proved over other 
fractures of the leg 
aluminum, it 
in the bed and has five four pound 
five two pound weights, and 
attachment of same, Of course, 
needed sand 


weighs only six pounds, 


necessary 


may be 


Artificial 
Station, 


It is manufactured by the Muskoge« 
Limb and Appliance Company, Memorial 
Muskogee, Oklahoma. The writer and several other 
surgeons have used this and similar contrivances 
to great advantage in fractures of the leg. 














or 
on 
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HOSPITAL INSURANCE AND 
MEDICAL CARE 





In times of sickness and misfortune, charlatans 
flourish. The desperate man grasps at any straw 
and is ready to try any scheme that offers some- 
thing for nothing or more for less than it costs. 
As is revealed by the report of the Council on 
Medical Education and Hospitals elsewhere in this 
issue, there are in this country 6,562 hospitals 
with more than a million beds. More than 200,- 
000 of these beds are not occupied. This is no 
doubt largely a reflection of the current economic 
situation. It is unquestionably associated with 
the fact that the government hospitalized gratis 
large numbers of veterans who suffer from non- 
service connected disabilities and who were well 
able to pay for hospital care. The failure of oc- 
cupancy of these beds represents a serious situ- 
ation to the hospitals. Fortunately, an order has 
already gone forth ordering admission for the 
present at least of emergency cases only. More- 
over, the current economic situation has thrown 
into medical service a considerable number of 
business men who see in various insurance and 
other commercial medical schemes an opportun- 
ity for recouping fortunes lost through other 
business ventures. They are perhaps stimulated 
to entrance into the medical field by the unusual 
attention focused on this problem by the public- 
ity given to the reports of various committees 
and commissions during recent years. It is un- 
fortunate that lay and medical organizations in 
many cities were urged by the publicity director 
of the Committee on the Costs of Medical Care 
to embark on half-baked experiments in chang- 
ing the nature of medical practice. 


In many communities, hospital insurance 
schemes have been developed which are offered 
as exceptional opportunities to great numbers of 
people to protect themselves against unantici- 
pated hospital bills. The Bureau of Medical 
Economics of the American Medical Association 
has analyzed many such schemes, and reprints 
are available of these analyses as they have ap- 
peared in The Journal. The Council on Com- 
munity Relations and Administrative Practice of 
the American Hospital Association has recently 
analyzed various periodic payment plans for the 
purchase of hospital care, sometimes called group 
hospitalization, and has apparently given its ap- 
proval to such plans, subject, however, to certain 
restrictions. 

The medical profession hesitates to approve any 
such plan because these plans fail to provide for 
complete participation of most if not all the 
recognized hospitals in the community, complete 
participation of the reputable physicians of the 
community and, associated with this, free choice 
of physician by the patient and free choice of 
hospital under the policy. The most important 
ingredient in medical care is the personal atten- 
tion of a competent physician. The committee 
of the hospital association recognizes the neces- 
sity for having patients admitted on the recom- 
mendation of their own physicians and cared for 
by their own physicians. They feel that such 
plans should not disturb any arrangement for 
the payment of fees between physician and pa- 
tient or in any way disturb the preexisting normal 
relationship between the doctor and those he 
serves. Emphasis is placed on the fact that ‘t 
is the hospital bill which forms the chief diffi- 
culty for patients in the current financial situ- 
ation. 


The Journal has repeatedly emphasized the 
danger of exploitation of such plans by com- 
mercial interests which charge excessively for 
selling the service or promoting it and which fre- 
quently have insufficient financial backing to 
carry responsibility. The patient and the phy- 
sician who may be involved in such schemes 
should realize that the clauses in fine print which 
limit the number of conditions covered by the 
policy, which limit the term of stay of the pa- 
tient in the hospital and which otherwise tend 
to invalidate the policy demand most careful con- 
sideration. The committee of the hospital asso- 
ciation recommends that the direction of activi- 
ties in all such schemes should remain in the 
hands of a nonprofit organization representing 
the hospitals and should never be transferred to 
any business agency. One of the chief menaces 
to medicine under such plans is the incitement to 
solicitation for patients and competitive under- 
bidding. 


Today all such plans are in an experimental 
stage. Their consideration demands the most 
careful attention of the most astute minds avail- 
able in both the medical and the hospital fields. 
These schemes are fraught with danger in plac- 
ing hospitals on a competitive basis for patients, 
offering service at prices lower than warranted 
with subsequent skimping of the service, and, 
most serious of all, disruption of medical organi- 
zation and of the whole institution of medicine. 
That institution has an enviable record of thous- 
ands of years of service to the public. Economic 
depressions have come and gone many times in 
the history of the world. The present predica- 
ment should not be permitted to destroy or dis- 
rupt institutions that have stood the test of time. 
—Jour. A.M.A., March 25, 1933. 


—<) — 


CONDITION SIMULATING HUMAN SCLERO- 
DERMA IN RATS INJECTED WITH 
PARATHYROID HORMONE 








In the course of the collection of experimental 
data on rats injected with parathyroid, Hans 
Selye, Baltimore (Journal A. M. A., July 9, 1932), 
noted that young suckling rats receiving in some 
cases only a single injection of 5 units of para- 
thyroid extract intraperitoneally develop within 
some days a specific skin disease. This condition 
presents itself first as a hardening of the skin 
on the back, extending bilaterally from the head 
to the lower border of the rib. Within two or 
three days the hair over these areas begins to 
fall out and concomitant with these phenomena 
the skin becomes harder and thicker. Ulceration 
of these symmetrically arranged affected areas 
takes place in some parts, and finally after heal- 
ing a bare, hairless, atrophic skin results. This 
condition in rats possesses striking points of 
similarity with the human diseases known as 
scleroderma and sclerodactylia, in which condi- 
tions there occurs a connective tissue hypertrophy 
in the skin, likewise mostly in symmetrical dis- 
tribution, together with degeneration of this 
hypertrophied connective tissue and ulceration of 
the affected areas. Finally healing results in the 
atrophic skin over these rats. The author’s re- 
port offers further substantiation for the concept 
that hyperparathyroidism is related to scleroder- 
ma. 
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OFFICERS OF COUNTY SOCIETIES, 1933 
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COUNTY PRESIDENT SECRETARY 
Adair KE. TY Greene, Westville 
Alfalfa >. Huston, Cherokee L. T. Lancaster, Cherokee 
Atoka-Coal J. S. Fulton, Atoka . ©. Gardner, Atoka 
Beckham *. Tisdal, Elk City ’. F. Jones, Erick 
Blaine . A. Hill, Watonga . F. Griffin, Watonga 
Bryan ’. A. Houser, Durant J. T. Wharton, Durant 
Caddo ’. Williams, Anadarko H. Anderson, Anadarko 
Canadian . F. Stough, Sr., Geary Stough Jr., Geary 
Carter . E. Johnson, Ardmore . Sullivan, Ardmore 
Cherokee Swartz Baines, Tahlequah A. A. Baird, Tahlequah 
Choctaw H. L. Boyer, Ft. Towson J. Shull, Hugo 
Cleveland Carl T. Steen, Norman . G. Willard, Norman 
Coal (See Atoka) 

Comanche T. R. Lutner, Lawton Brent Mitchell, Lawton 
Craig Louis Bagby, Vinita ’. R. Marks, Vinita 

Creek W. Starr, Drumright 
Custer K. D. Gossom, Custer E. Darnell, Ponea City 
Garfield J. R. Swank, Enid J. R. Walker, Enid 

Garvin Ray H. Lindsey, Pauls Valley q R. Callaway, Pauls Valley 
Grady J F. Renegar, Tuttle E. Woods, Chickasha 
Grant I. V. Hardy, Medford ©. EK. Lawson, Medford 
Greer W. O. Dodson, Willow J. B. Hollis, Mangum 
Harmon James E. Jones, Hollis H. Lynch, Hollis 
Haskell . F. Terrell, Stigler 
Hughes W. L. Taylor, Holdenville . W. Diggs, Wetumka 
Jackson J. S. Stultz, Altus . W. Mabry, Altus 
Jefferson D. B. Collins, Waurika ’. M. Browning, Waurika 
Kay. Merle C. Clift, Blackwell . H. Becker, Blackwell 
Kingfisher 

Kiowa . R. Preston, Mountain Park }. H. Watkins, Hobart 
Latimer =. L: Evins, Wilburton T. L. Henry, Wilburton 
LeFlore ‘ Booth, LeFlore M. Duff, Braden 
Lincoln . Brown, Sparks . W. Robertson, Chandler 
Logan J. E. Souter, Guthrie J. L. LeHew, Guthrie. 
Marshall . Robinson, Madill J. H. Veazy, Madill 

Mayes . C. White, Adair W. J. Whitaker, Pryor 
McClain . N. Kolb, Blanchard J. M. Bonham, Hobart 
McCurtain R. H. Sherill, Broken Bow 
McIntosh Wm. A, Tolleson, Eufaula 
Murray . V. Anadown, Sulphur Howson C. Bailey, Sulphur 
Muskogee .C. V. Rice, Muskogee Shade D. Neely, Muskogee 
Noble a Francis, Perry A. M. Evans, Perry 
Nowata J. P. Sudderth, Nowata H. M. Prentiss, Nowata 
Okfuskee Cc. M. Cochran, Okemah ¢, M. Bloss, Okemah 
Oklahoma LeRoy Long, Oklahoma City Bert F. Keltz, Oklahoma City 
Okmulgee I. W. Bollinger, Henryetta M. B, Glismann, Okmulgee 
Osage . H. Guild, Shidler M. E. Rust, Pawhuska 
Ottawa . B. Smith, Miami J. W. Craig, Miami 
Pawnee 

Payne J. Herrington, Cushing Emmett O. Martin, Cushing 
Pittsburg . ©. Wait, MeAlester L. C. Kuyrkendall, McAlester 
Pontotoc Cc. F. Needham, Ada Hervey A. Foerster, Ada 
Pottawatomie Clinton Gallaher, Shawnee H. G. Campbell, Shawnee 
Pushmataha D. W. Connally, Nashoba BE. S. Patterson, Antlers 
Rogers J. C. Bushyhead, Claremore w. A. Howard, Chelsea 
Seminole W. S. Martin, Wewoka A. N. Deaton, Wewoka 
Stephens Cc. N. Talley, Marlow D. Long, Duncan 

Texas Wm. J. Risen, Hooke R. B. Hayes, Guymon 
Tillman J. D. Reynolds, Frederick 
Tulsa Chas. H. Haralson, Tulsa Carl F. Simpson, Tulsa 
Wagoner John D. Leonard, Wagoner 
Washington F. S. Etter, Bartlesville J. V. Athey, Bartlesville 
Washita «. B. Sullivan, Colony 
Woods D. B. Ensor, Hopeton O. E. Templin, Alva 
Woodward Cc. E. Williams, Woodward 
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NOTE—Corrections and additions to the above list will be cheerfully accepted 
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